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.and the result is ” F 


PROMPT, 
COMPLETE 
COUGH RELIEF 


Mercodol with Decapryn provides: 


...-A selective cough:controlling narcotic! 
that stops wracking cough promptly, but does not 
interfere with the cough reflex your patients need 
to keep passages clear. 


. An effective bronchodilator? to relax plugged bronchioles. 


. An expectorant? to liquefy secretions. 


“ WA long-lasting, low-dosage antihistamine‘ for the cough 
~ with a specific allergic basis. 


... And the result is prompt, complete cough relief. 


CODOL wie, DECAPRYN 


(an exempt narcotic) 


Each 30 cc. contains— 


1. Mercodinone ® 10.0 mg. 
2. Nethamine ® 0.1 Gm. 
3. Sodium citrate 1.2 Gm. 
4. Decapryn Succinate 36.0 mg. 
New York CINCINNATI Toronto Trade-mark ‘‘Decapryn’”’ 
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NOW 
2 Banthine Dosage Forms: 


THE TRUE ANTICHOLINERGIC IN PEPTIC ULCER IS NOW AVAILABLE AS: 


Banthine and Banthine with Phenobarbital 


“‘More and more importance is being attached 
to the role of hypermotility of the stomach in 
the causation of ulcer pain and less to the in- 
fluence of simple hyperacidity. 


“‘Banthine studies have demonstrated that 
while it does lower gastric acidity in most 
patients, its most important function is this 
same decrease in hypermotility with almost im- 
mediate relief of pain.’’* 


DOSAGE FORMS: 
Banthine (50 mg.), scored tablets. 


Banthine (50 mg.) with Phenobarbital (15 mg.), 
scored tablets. 


*Editorial: Promise in Peptic Ulcer, West. J. Surg. 
58:445 (Aug.) 1950. 


Banthine: 


BROMIDE 


BRAND OF METHANTHELINE BROMIDE 
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"promotes 


in colds 


Nasal membrane showing increased 
leukocytes with denudation of cilia. 


Normal appearing nasal epithelium. 


Nasal engorgement and hypersecretion 
accompanying the common cold and sinusitis are 
quickly relieved by the vasoconstrictive action of 


NEO-SYNEPHRINE* 


HYDROCHLORIDE 
Brand of Phenylephrine Hydrochloride 


The decongestive action of several drops in each 
nostril usually extends over two to four hours. The Diigo Sttame. ne. 
effect is undiminished after repeated use. New York 13,'N. ¥. WINDSOR, ONT. 
Relatively nonirritating . . . Virtually no central 
stimulation. COUNCIL 
Supplied in %4% solution (plain and aromatic), Ee: 
1 oz. bottles. Also 1% solution (when greater con- — 
centration is required), 1 oz. bottles, and 2% 
water soluble jelly, % oz. tubes. 


Neo-Synephrine, trademark reg. U. S. & Canada 
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Clin. Sura Homer 


prof. of 
Director 


In this new text the author presents positive programs of therapy 
designed specifically to 


®@ improve the physical condition of the patient as an 
operative risk. 


® Reduce postoperative and posttraumatic complica- 
tions. 


® Reduce surgical mortality. 


Promote early restoration of health and functional 
efficiency. 


It is based on the modern concept of sound physiological and biochem- 
ical knowledge of what the human body can and cannot itself accomplish. 


It acknowledges the current thinking that much recent surgical ad- 
vance has been due to improved care of the patient outside the operating 
room and the certainty that such care has extended the field of surgery 
by making many more patients good operative risks even for extensive 
procedures. 


Nutritional factors in surgery are covered in 66 pages and latest surgi- 
cal uses of antibodies are discussed. Preoperative study and preparation 
are covered in considerable detail and some aspects of surgical diagnosis 
are included because they so frequently affect the postoperative course in 
a decisive way. Brief case reports illustrate mistakes as well as successes 
in therapy. 


The chapters on Anesthesia and on Inhalation Therapy and Resusci- 
tation have been contributed by Meyer Saklad, M.D., Providence, R. I. 


580 Pages 75 Illustrations Pub]. Sept. 1951 $8.00 


APPLETON-CENTURY-CROFTS, INC. 


35 West 32nd Street, New York 1, N. Y. 
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THERAPY 


MARCELLE® FOUNDATION LOTION 
FOR OILY SKIN IN 3 SKIN-BLENDING 
SHADES 


Combines cosmetic appeal with clin- 
ical efficacy. 
Astringent-Protective-Hypo-Allergenic 
Entirely free from oils, fats or waxes. 
MARCELLE provides a superior vehi- 
cle for the treatment of acne, without 
sacrificing esthetic appeal. Masks 
unsightly lesions and helps banish 
“complexion consciousness.” 


On your prescriptions you can specify 
resorcinol and sulfur, with Marcelle 
Foundation Lotion for Oily Skin as the 
stable, grease-free base. 2 oz. bottles 
in light, medium and dark skin-tints. 


MARCELLE COSMETICS, INC. 
1741 N. Western Ave. 
Chicago 47, Ill. 


Write for 
professional somples 


HYPO ALLERGENIC 


SAFE COSMETICS 
FOR SENSITIVE AND ALLERGIC SKINS 
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Regular SIMILAC feeding of full term and premature infants 
provides 
adequate vitamin C supply 
+ 1% to | calcium-phosphorus 
= + vitamin Biz and folic acid 
+ all the essential amino acids 


+ curd tension of zero 


In the above respects and, significantly, in 
modification of fats, proteins, minerals and 
vitamins specifically for infant feeding, 


is so similar to human breast milk 
that there is no closer equivalent 


SIMILAC DIVISION - M & R LABORATORIES - Columbus 16, Ohio 
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MEMO FROM 


THE MANAGING PUBLISHER 


Ir 1s saw that Allah does not count against the years 
allotted to a man that time which is spent in fishing. 

These lines are written in a picturesque cabin, high in 
the Colorado Rockies. Beneath our window a roaring 
stream beckons, inviting us to try again for that big one 
that got away. An hour ago we were standing boot deep 
in the icy waters of a rushing brook, gently flicking a 
number fourteen ginger quill in bouldered poo!s where 
now and then a wily trout made exciting dimples. Is there 
any thrill more satisfying in the life of a man than to 
have a twelve-inch rainbow on a three-ounce bamboo rod? 

We left Kansas City in a paralyzed state after the most 
devastating flood in the city’s history. Offices were per- 
mitted to be open only four hours a day. Three-fourths of 
the industrial district had been inundated by the ram- 
paging Kaw and Missouri rivers with losses estimated at 
three billion dollars. It seemed like a good time to steal 
away for a few days’ fishing. 

Thanks to a hard working staff and a loyal printer, GP 
was out according to schedule for August, in spite of the 
handicaps encountered during the July floods. Press work 
has already begun on the October issue, for which this 
copy is written. The vitality of Kansas City is such that 
business should be proceeding as usual within thirty days. 
So, we have every hope that our publication schedule will 
continue without interruption. 

As announced here last month, a new medical editor 
became head of the editorial staff with the September 
issue. Dr. Hugh H. Hussey has many ideas for improve- 
ments in the content of some of our scientific features. 
A major change in emphasis is contemplated, for ex- 
ample, in “Tips from Other Journals.” 

In the eighteen issues preceding this one, we have en- 
deavored in this column to tell our readers about GP's 
editorial policies, the goals and standards established by 
the Publication Committee. That the original planning 
of the committee was careful and complete is attested by 
the fact that no major deviation has been made since the 
first issue was published. No change is contemplated for 
the future; we hope, however, to continually improve 
GP’s content, to make it the most important and valu- 
able publication for general practitioners in the medical 
world. 

On this page in future issues we will tell what is being 
done to achieve these improvements, and some of the pro- 
duction problems that occasionally arise to worry us. 

But right now, we're going fishing. As one of our 
friends says, “I have yet to see a man who could worry 
and fish at the same time.” 


—M.F.C. 
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this nose-drop destroys both 
gram-positive and 


gram-negative bacteria 


In Drilitol* you now have an entirely new 
and strikingly effective approach to the treatment 
of common upper respiratory tract infections. 


Drilitol contains: 


Anti-gram positive gramicidin— 
specific against such organisms as staphylococci, 
streptococci, pneumococci and diphtheroids. 


anti-bacterial 


Anti-gram negative polymyxin— 
lethal to the Klebsiella, H. influenzae and numerous 
other potentially dangerous pathogens. 


and Drilitol also contains: 


anti-allergic 


Thenylpyramine hydrochloride—antihistaminic 
action for control of local allergic manifestations. 


‘Paredrine’ Hydrobromide—vasoconstriction for 
the therapeutic benefits of ventilation and drainage. 


decongestive 


Formula: Contains thenylpyramine hydrochloride, 0.2%; gramicidin, 
0.005%; polymyxin B sulfate, 500 U/cc.; ‘Paredrine’** Hydrobromide 
(hydroxyamphetamine hydrobromide, $.K.F.), 1%. Preserved with 
thimerosal, 1:100,000. Dosage: Adults: 1 dropperful in each nostril, 4 or 5 
times a day. Children: % the adult dosage. Supplied: In % fl. oz. 
bottles with special dosage-adjusted dropper. 


DRILITOL 


*T.M. Reg. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 
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Spotlight Remains > Oscar Ewing wrapped up a neat political package with appeals 
On Hospital Plan to nearly everyone with his recent announcement of the Adminis- 
tration's free hospitalization plan for Old Age and Survivors 
Insurance beneficiaries. Hardened political observers recog- 
nize it for what it is—a sure-fire vote-getter. 


Interest of the health professions and hospitals continues 
in the present Congress, but Ewing has undoubtedly received 
orders to nail this plank to the Democratic platform next year. 
All signs point to lessened agitation for compulsory sickness 
insurance. Emphasis will be placed instead on a piecemeal 
program. It will not be easy to summon convincing arguments 
against the FSAdministrator's pious statement that, "I can't 
conceive that anyone with a heart would oppose this." 


The proposal offers a direct appeal to 7 million potential 
beneficiaries. Persons who have reached age 65 will comprise 
one-fourth of the qualified voters by 1980. It's a safe assump- 
tion that a free hospitalization program for this group would 
almost certainly be expanded in future years. 


Lure to Hospitals > In addition to the potential beneficiaries, the proposal 
And Blue Cross dangles a tempting lure before Blue Cross and financially 


pressed hospitals. As one hospital administrator put it, "Any- 
one concerned with the perennial deficit of a hospital is bound 
to look upon this proposal with interest." The attitude of Blue 
Cross administrators will doubtless be somewhat ambivalent if, 
as seems likely, Ewing later offers to use their voluntary plans 
in operation of the scheme. 


Fiscal experts will undoubtedly point to the chicanery in 
Ewing's magnanimous statement that no new taxes will be required 
to finance the plan. Against the claim that existing reserves 
in the Social Security Fund are sufficient to meet the esti- 
mated annual cost of $200 million without any increase in pres- 
ent social security taxes, there stands the bald fact that these 


reserves exist on paper only. 


The balance (with interest) of $14,756 million has been spent 
by the Treasury for general operations. These assets are in the 
form of IOU's which can be repaid only from new taxes. Are 

these "reserves"? 


This new trump card dealt by the Fair Deal may prove to bea 
joker before the hand is played out. Debate may lead to a broad 
re-examination of the entire Social Security system. W. R. 
Williamson, former consultant to the SS Board, has warned that 


a 
rhe Though $18 billion has been collected since the start of : 
a Social Security, less than a half-billion in cash is now on hand 
in for benefit payments. Administrative expenses have amounted 
‘he to $459 million and $4,874 million has been paid out in benefits. 
i 
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British Arbitrate 
Medical Payments 


Here and There 
In Fewer Words 


—*"This continuing disposition to enlarge, even in the face of 
greater demands on the nation's economy, is a plain signal that 
now is the time for some sort of comprehensive investigation 
and study of all the facets of the Social Security program. 

To proceed blindly upon the basis of what sketchy knowledge is 
now possessed by those directing the program is to court fiscal 
disaster." 


National Health system scheduled for September 25 25. Increased 
pay to medical practitioners was demanded on July 19 by a special 
conference of representatives of Local Medical Committees. 
Minister of Health Hilary A. Marquand was requested to submit 
the issue to arbitration or face the resignation of all 20,000 
physicians in the system. The committee referred to the earlier 
Spens Committee report which recommended increased capitation 
fees for general practitioners to keep pace with the increased 
cost of living and pointed to the "desirability of maintaining 
the proper social and economic status of general medical prac- 
tice and its power to attract a suitable type of recruit to the 
profession." 


An independent adjudicator, agreeable to both sides, will 
determine the sums necessary for adequate medical payments and 
the effective date of any increase in the capitation fee. Gen- 
eral practitioners want the increase to be retroactive to the 
date when the system started. 


Subject to the approval of Parliament, Mr. Marquant has agreed 
to abide by the decision of the arbitrator. The — Committee 


has pointed out that adjustments should be made so that at least 
50 per cent of all general practitioners under the system 
would receive minimum annual incomes of $3,600. 


& Professional Men's Insurance Agency administering Conti- 
nental Casualty group disability plan reports 1,300 Academy 
members have received policies with 700 still being processed. 


Contributions to the Academy's building fund to date are just 
short of $20,000. Texas chapter leads in state contributions 
with $4,050. Its state committee raised nearly $2,000 during 
two-day annual meeting in Houston where record registration of 
1,084 was reported with 576 doctors present. 


New Ambassador from Korea in Washington is Dr. Y. C. Yang, 
member of Hawaii Territorial chapter.’ 


Current supplement to the Academy directory and Transactions 
for 1951 are being mailed to all members this week. 


Don't miss the monumental study on doctor-patient relation- 
ship described here last month beginning on page 93 of this 
issue. 


Amendment to the tax bill allowing professional men to create 
a tax-free retirement fund was dropped when the Senate Finance 
Committee reported out the revenue bill on September 18. Senator 
Irving Ives, author of the proposed amendment, has promised 
to submit the proposal for study and hearings again next year. 


Respectfully yours, 


‘ 
. 
. > A last minute agreement to arbitrate the issue of payments to 5 
pe rs averted 4 mass resignation from the British ‘ ‘a 
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TABLETS 


Acidized iron assures maximal utilization despite gastric 
acid deficiency, frequently encountered in hypochromic 
anemias of pregnancy and the aged. Iron of ferrous 
gluconate remains soluble and absorbable .. . 
acidized by glutamic acid hydrochloride, which 
liberates its acid smoothly, usually stimulates 
natural acid production. Thiamine hydro- 
chloride encourages normal gastric acid 
secretion, in deficiency conditions. 


HYCIDARON Tablets are con- 
venient, economical. 


WARREN-TEED HYCIDARON each tablet 
contains: Ferrovs Gluconate 0.1 Gm. 
(1% gprs.), Glutamic Acid Hydro- 
chloride 0.3 Gm. (5 grs.), Thia- 
mine Hydrochloride 1 mg. in 
bottles of 100, 500, 1,000. 


ED PRODUCTS COMP 
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: 


Restful sleep within 15 10 30 
minutes, . «induced by. TWIN- 
BARB'S shell of pentobarbital 
sodium (1/7 gr.), sustained by a 
delayed release of enteric- 
coated phenobarbital (4 gr.) 


hood of “hangover” symptoms 
—thanks to TWIN-BARB’s unique 
tandem action and carefully 
adjusted barbiturate balance 


TRADEMARK 
PENTOBARBITAL + PHENOBARBITAL 


qa new 
Sugar Coating TWINACTION 
Pentobarbital sedative of 


Enteric Coating unique construction 
Phenobarbital 


SUPPLIED: Bottles of 100 and 
1000 round, blue tablets. 


B. F. ASCHER & COMPANY, INC. 
Ethical Medicinald wansas CITY, MISSOURI 
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York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San 
Francisco, Calif.; R. Glenn Spurling, M.D., Louisville, 
Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., 
Saint Louis, Mo.; J. P. Greenhill, M.D., Chicago, IIl.; 
Thaddeus L. Montgomery, M.D., Philadelphia, Pa.; 
Emil Novak, M.D., Baltimore, Md.; Ernest W. Page, 
M.D., San Francisco, Calif.; Richard W. Te Linde, 
M.D., Baltimore, Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., 
Saint Louis, Mo.; Paul W. Greeley, M.D., Chicago, IIl.; 
V. H. Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, 
Ill.; Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 13) 
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in acute bacterial endocarditis: 


‘lerramycia iherapy was instituted on eleventh day 
of illness and continued for 53 days in a case of 
Staphylococcus aureus septicemia with acute mitral 
endocarditis, complicated by left-sided hemiplegia, 
which failed to respond to sulfadiazine and penicillin 
“Progressive gradual improvement ensued.” Patient 
discharged cured on 59th hospital day with recovery 
“apparently complete except for a persistent apical 


systolic murmur and weakness of the left foot.” 


Blake, F. G.; Friou, G. J., and Wagner, R.R.: 
YaleJ. Biol. and Med, 22:495 (July) 1950. 


CRYSTALLINE TERRAMYCIN HypDROCHLORIDE 


available Capsules. Elixir, Oral Drops, Intravenous. 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS, PFIZER & CO. Brooklyn 6, N.Y. 
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(Continued from page 11) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; 
Katharine Dodd, M.D., Cincinnati, Ohio; Archibald L. 
Hoyne, M.D., Chicago, Ill.; Irvine McQuarrie, M.D., 
Minneapolis, Minn.; James L. Wilson, M.D., Ann 
Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 
Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, 
M.D., Indianapolis, Ind.; Charles E. Dutchess, M.D., 
New York, N. Y. 


Physical Medicine and Rehabilitation: Frank H. Krusen, 
M.D., Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen 
Cattell, M.D., New York, N. Y.; J. H. Comroe, Jr., 
M.D., Philadelphia, Pa.; Martin Fischer, M.D., Cincin- 
nati, Ohio; Harry Gold, M.D., New York, N. Y.; John 
C. Krantz, Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. 
Beelman, M.D., Washington, D. C.; John E. Gordon, 
M.D., Boston, Mass.; Edward G. McGavran, M.D., 
Chapel Hill, N. C.; Ernest L. Stebbins, M.D., Balti- 
more, Md.; D. E. Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; Charles D. Aring, M.D., Cincinnati, 
Ohio; William C. Menninger, M.D., Topeka, Kan.; 
Herbert S. Ripley, M.D., Seattle, Wash.; Edward A. 
Strecker, M.D., Philadelphia, Pa.; Harold Wolff, M.D., 
New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; 
Ross Golden, M.D., New York, N. Y.; Leo G. Rigler, 
M.D., Minneapolis, Minn.; Paul C. Swenson, M.D., 
Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson 
Brown, M.D., Washington, D. C.; W. Paul Holbrook, 
M.D., Tucson, Ariz.; John H. Talbott, M.D., Buffalo, 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D'Antoni, M.D., New 
Orleans, La.; William A. Sodeman, M.D., New Orleans, 
La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., 
Cleveland, Ohio.; Hobart A. Reimann, M.D., Philadel- 
phia, Pa. 


powerfy, 


LUXOR ALPINE LAMP 


Write Dept. GP-10-51 


Chemical & Mfg. Co. Newark 5, N. J. 


Ned 
"dispensable 


Today ultraviolet therapy is recognized the 


world over as essential in the practice of modern 
medicine 


HANOVIA LUXOR ALPINE LAMP with 


pure fused quartz burner is especially designed 
for efficient, convenient office (or hospital) use. 


@ post operative recuperation and convalescence ® 
healing of sluggish, indolent wounds @ Erysipelas 
@ Lupus Vulgaris @ Psoriasis @ Pityriasis Rosea 
and other dermatoses @ Tuberculosis of the hones 
@ Articulations @ Peritoneum intestine @ Larynx 
and Lymph nodes @ stimulating and regulating 
Endocrine glands @ calcium metabolism disorders, 
and numerous others. 
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PONDETS 


contain 
BOTH PENICILLIN 
and 
BACITRACIN 


In a delicious hard 


ADVANTAGES: candy base that 


completely masks 
antibiotic taste. 


More potent Penicillin and bacitracin exhibit true 
antibiotic action synergism.!:? 


Organisms with little or “borderline” 

Wider antibacterial sensitivity to either antibiotic alone, are 

Spectrum often readily susceptible to this com- 
bination. 


Effective Oral Lasting at least one-half hour in most 
Levels patients. 


1. Eagle, H., and Fleischman, R.: Proc. Soc. Exper. 
Biol. & Med. 68:415, 1948 


2. Bachman, M.C.: J. Clin. Invest. 28 :864, 1949 


In each troche: 20,000 units Crystalline Potas- 
sium Penicillin-G, and 50 units Bacitracin. 


PONDETS 


PENICILLIN-BACITRACIN TROCHES WYETH 


SUPPLIED: Vacuum-packed tins of 48 troches. 


Wyeth INCORPORATED, PHILADELPHIA 2, PA, 
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Chis Month’s Authors 


Stuart Abel, M.D., 
is Assistant Professor, Department of Obstetrics and Gynecology, Northwestern Univer- 
sity. In 1939, he was an instructor in the Department of Anatomy, and from 1946 to 
1947, was in charge of the Gynecology Dispensary. Dr. Abel received his M.D. degree 
from Northwestern University in 1941. Following an internship at the Passavant Memorial 
Hospital, Chicago, he served residencies at Passavant, and at Boston Lying-In Hospital, 
Boston, Massachusetts. 


Melvin A. Casberg, M.D., 
Dean of St. Louis University School of Medicine—an appointment he has held since 1949 
—received his medical degree from this school in 1936. Dr. Casberg served as Surgeon-in- 
Chief, Umri Mission Hospital, Berar, India, following an internship and residencies at 
St. Louis City Hospital. Other appointments which he has held include Surgical Con- 
sultant to the Surgeon General of the Army, and Associate Professor of Surgery, St. Louis 
University. 


Abraham S. Effron, M.D., 
Clinical Assistant in Psychiatry, New York University-Bellevue Medical Center, New 


York, is also Associate in Neuropsychiatry at Barnert Memorial Hospital, Paterson, New 
Jersey, and Assistant in Psychiatry at University Hospital, New York. A graduate of the 
Medical College of the Queen’s University of Belfast, Ireland, he served an internship 
at the Hospital for Joint Diseases in New York City. Dr. Effron is a frequent contribu- 
tor to the medical literature. 


George M. Hart, M.D., 
head of the Orthopedic Department, Northwest Clinic at Minot, North Dakota, was 
graduated from Northwestern University Medical School in 1944. After an internship at 
Wesley Memorial Hospital, Chicago, he entered the Mayo Clinic as a fellow in ortho- 
pedic surgery. Dr. Hart served with the Army during World War II, and in 1946 returned 
to the Mayo Clinic. He is also consultant in orthopedics to the Veterans Administration 
Hospital at Minot. 


Russell Meyers, M.D., 
formerly Chairman of Neurosurgery at the University of Iowa, is now Professor of Sur- 
gery at this university. He received his medical degree from Cornell University Medical 
College. During World War II, Dr. Meyers served in the Army as Regional Neurosurgical 
Consultant, Oise Intermediate Zone, France. His researches focus mainly on the extra- 


pyramidal and convulsive disorders. He is president of the International Society for 
General Semantics. 
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BREAST FED BABIES ARE BETTER BABIES 


In the long history of the human rave, no perfect substitute has been found for mothers’ milk. Given a normal, 
healthy, well-nourished mother, human milk provides for the human infant... 

@ Precisely the right amount and character of protein 

@ Precisely the right amount and character of fat 

@ Precisely the right amount and character of carbohydrate. 


the Plastishield technic of breast care 
encourages breast feeding 


PLASTISHIELDS protect the nipples from irritation and injury due to contact 
with dry clothing. They keep the nipple soft, moist and pliable and prevent the 


Plastishiabds ave accumulation of hard, crusty exudate around the nipple. They also relieve direct 
available for — pressure from the breast support, and create a slight suction which helps draw 
ps eb flat or partially inverted nipples to an everted position. 

from leading Whenever sore, tender nipples, nipple fissures, or flat or partially inverted 

pe ta nipples interfere with the establishment and maintenance of a successful breast 


feeding regimen, the use of the PLASTISHIELD technic is indicated. PLASTI- 
SHIELDS have the greatest value when adopted as a standard hospital routine 
and applied in the delivery room under aseptic technic directly following 
parturition. 


The PLASTISHIELD technic eliminates need for ointments, antiseptic agents 
and gauze. Excessive handling of the nipples by nurse and patient is reduced to 
a minimum, thus limiting danger from exogenous infection. 


PL ASTISHIELDS are translucent, featherweight breast shields fabricated from Nylon. 
They have a smooth inner surface with an extruded central portion which loosely receives the 
nipple. A circular groove around the inner flange forms a slight suction to hold shields firmly 
in position under an ordinary breast support. PLASTISHIELDS may be sterilized by boiling, 
autoclaving, or washing with warm water and soap. 


Plastishield, inc. 


89 South Tenth Street + Minneapolis 3, Minnesota 


SAMPLE PAIR SENT ON REQUEST TO PHYSICIANS 


Pat. No. 2495307 
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pregnancy 
_ threatened 


pr prot 


pr egnancy | 
preserved 


mainstay in the active treatment 


of threatened abortion, Pro.uron, pure progesterone 
for intramuscular injection, should be administered 
in adequate dosage, promptly and frequently until symptoms subside. 
Thereafter, a smooth course is favored by continuing 
to provide action of the corpus luteum hormone with PRANONE, 


orally effective anhydrohydroxyprogesterone. 


BLOOMFIELD, NEW JERSEY 


CORPORATION 
& 
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| 
: 
: 


double the power 


“"For every person who 4 to resist food 


worries himself thin, there 


are three who eat their | 0 B S TY 
way to obesity.’ These in- 
dividuals present a prob- 
lem to the physician. since 

their chief pleasure is food. 

OBOCELL exerts a double action in keeping the obese patient on a diet 
l-o-n-g-e-r. Obocell (1) suppresses bulk hunger; (2) curbs the appetite. Further- 
more, Obocell elevates the mood and supplies non-nutritive bulk residue lacking 
in obesity diets. Thus, patients on Obocell therapy naturally eat less, do not 
violate their diet, lose weight and are satisfied and happy. 

Each Obocell tablet contains Dextro-Amphetamine Phosphate, 5 mg.; Methyl- 
cellulose, 150 mg. Dose: Three to six tablets daily, usually given 30 minutes 

before meals. Supplied: In bottles of 
100, 500, 1000. 
1. Bram, 1.: Arch. Ped. 67: 543-552, 1950. 


IRWIN, NEISLER & COMPANY 
Dept.GP DECATUR, ILLINOIS 
Literature and Samples on Request. 


‘ 
HUNGER AND 
APPETITE DEPRESSANT 
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Yours Cruly... 


Stevenson Sequels 
Dear Sir: 


In the article, “The Art of Interviewing,” by Ian 
Stevenson, M.D. and Robert A. Matthews, M.D. which 
appeared in the October, 1950, issue, the authors men- 
tion the fact that a second article would be available 
which would serve as a guide in interpretation of results 
of interviewing psychiatric patients. I have not had oc- 
casion to see this article and am wondering if I have 
overlooked it. If it has not been published, do you antici- 
pate publishing it in the near future? If you do not plan 
to publish it, would it be possible to obtain a copy of 
the article? 

It seems that I am more and more in need of some- 
thing of this sort in my practice. 

I should also like to convey to you my appreciation of 
GP. I find it much easier reading and certainly much 
more enjoyable than any other publication of a medjcal 
nature. I have been helped a great deal by many of the 
articles. 

Frank M. James, M.D. 


Darrouzett, Texas 


Dr. Stevenson's “second article,” which deals with the 
evaluation of psychosomatic disorders, has assumed the 
form of two articles. These are scheduled to appear in 
our November and December issues.—Ep. 


An Editorial Is Opinion 


Dear Sir: 


The editorial comment in the June issue of GP con- 
cerning actions of the Health Resources Advisory Com- 
mittee has been brought to my:attention. 

My interpretation of the editorial would be that again 
destructive criticism was being made of a group which 
has a very difficult role to play in assisting the nation, 
and particularly the Armed Services, in solving the al- 
location of professional personnel between civilian popula- 
tion and the needs of the Armed Services. 

The Rusk Report is worthy of very careful study. An 
editorial comment on reports and actions of the Commit- 
tee should, in my opinion, present more “meat” from 
this report rather than snatches of comment with a con- 
clusion, “From these figures it may be seen that the Rusk 
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LETTERS FROM 


OUR READERS 


Report is an attempt to lower standards of medical educa- 
tion based on a misleading statement of need. Several 
questions immediately arise. Why was the report made? 
Who provided the statistics? Does it constitute a threat 
to medicine?” The editorial comment does not present 
any counterfacts, nor does it contain sufficient informa- 
tion from the Rusk Report to adequately orient the reader 
with reference to the problem. 

It appears to me that the membership of the Health 
Resources Advisory Committee is certainly not catego- 
rized by the phrase “clique of socializers who seek control 
of medicine.” The Committee, in my opinion, is repre- 
sentative of*6utstanding members of the Medical, Dental, 
Public Health, and Nursing professions. Their job is an 
important, yet, as it is apparent, thankless task in attempt- 
ing to reorient our public health professional pattern to 
one of the present emergency. 

It is my feeling that the editorial follows too much the 
pattern now current—to be destructive in comment con- 
cerning the action of responsible persons without giving 
either the reader or the Committee helpful assistance in 
the solution of the preblem. It seems to me, therefore, that 
it is only fair to give your readers the opportunity to 
study the facts and figures contained in the Report in 
addition to the editorial comment as expressed. 

Maprson B. Brown, M.D. 
Executive Vice-President 
The Roosevelt Hospital 
New York, New York 


The writer has probably not fully realized the purpose 
of editorials in spite of the fact that the word comment 
is used six times. As Dr. Brown indicates repeatedly the 
correct term is EDITORIAL COMMENT. Thus an editorial 
expresses opinion. It loses both interest and effectiveness 
if it becomes a mere catalogue of events or if it copies 
extensively. 

In continuing its effort to improve the service of medi- 
cine to the American public, GP will continue to make 
critical comment on national affairs and those engaged 
therein. Such editorial comment is not intended to be 
destructive and should never be so construed. 

The Rusk report in full may be found under the fol- 
lowing reference: Rusk, Howard A., Medicine, Mobiliza- 
tion and Manpower. J.A.M.A., 145:1256-1260, April 
21, 1951.—Ep. 

(Continued on page 21) 
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first high potency, 


liquid oral penicillin... 


fully effective in 
3 to 4 doses* daily 


(250,000 units of buffered penicillin G potassium per teaspoonful) 


® No disturbance of patient’s sleep ms 


® No difficulty adjusting dosage schedule to 


avoid mealtimes 


® No discomfort and inconvenience of injec- 


tions 


*Suggested adult dosage, 2 teaspoonfuls 


ALSO: 
White’s Dramcillin * White’s Dropcillin 
White’s Dramcillin with Triple Sulfonamides 


WHITE LABORATORIES, INC., Kenilworth, N. J. 
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(Continued from page 19) 


It Is Our Pleasure 
Dear Sir: 


The South County Hospital in Wakefield, Rhode Is- 

° land, through the new Chief of Staff, Richard J. Kraemer, 

M.D., has requested a dozen copies of the “Manual on 

General Practice Departments in Hospitals.” Can you 
oblige them by sending the copies as soon as possible? 

The South County Hospital reports that the Constitu- 

tion under which they operate, which has the active ap- 

proval of the Board of Trustees, allows complete privilege 

to any practitioner of average ability. 

Farretzt, M.D. 

Pawtucket, Rhode Island 


Dear Sir: 

Would you kindly send me the qualifications for mem- 
bership in the American Academy of General Practice. 
This hospital is anticipating the establishment of a gen- 
eral practice staff for the purpose of further recognizing 
the importance of this group of practitioners. 

We would like to encourage the general practitioners 
to affiliate with the A.A.G.P. 
Bishop DeGoesbriand F. W. VanBuskirk, M.D. 
Hospital, Inc. Radiologist 

Full information on the Academy, its aims and princi- 
ples, as well as the Hospital Manual were gladly sent.—Ep. 


Thank You, Mr. Advertiser ... 
Dear Sir: 


. It has been interesting to follow the rapid strides 
being made by your organization. While talking with 
physicians, we have had a number of them comment 
that yours is the only journal which they read from cover 
to cover. These physicians feel that the articles and 
abstracts which you publish are so carefully selected 
that all of them are worth-while. 


R. H. 


Bilhuber-Knoll 
Corporation 


-.. and Mr. Educator! 


Dear Sir: 

I have enjoyed GP and feel that the new method of 
presenting scientific material has long been needed. You 
are to be congratulated on your pioneering efforts. 

Metvin A. Casperc, M.D. 
Dean 


St. Louis University 
School of Medicine 


General Residency Available 
Dear Sir: 


Dr. Frederick Wolter who has been serving at Fair- 
view Hospital as general resident for the past 18 months 
(Continued on page 23) 
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SODIUM 2 5 OIMTOROXYBENZOATE 
OS GRAM TABLETS 
SUTLIFF & CASE CO. 


IMMEDIATE RESPONSE 

SPEEDY CONVALESCENCE 


New, effective, non-toxic CASATE, in Rheumatic 
Fever cases, provides relief from pain—often 
dramatic improvement and speedy recovery. 


Maintains and prolongs remissions to allow gen- 
eral systemic improvement and restoration of ac- 
tive function of patient. 


CASATE is well tolerated in large or small doses 
by patients of all ages. Compatible with therapy 
used in other associated chronic diseases. 


Low in cost—oral administration—requires a mini- 

mum of laboratory checks. 

AVAILABLE. CASATE (sodium 2,5, dihydroxybenzoate) 
tablets contain 0.5 gm. (7.7 gr.), supplied in bottles 
of 100. 


WRITE FOR COPY OF CLINICAL AND LABORA- 
TORY INVESTIGATION JUST PUBLISHED 


SUTLIFF & CASE CO., INC. 


260 SPRING STREET, PEORIA, ILLINOIS 
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activity 
pause 
her 


menopause 


Your patient may continue her normal activities even to the extent 
of keeping pace with her daughter. She will be greatly encouraged, 
especially when the effectiveness of therapy measures up to expec- 
tations. In estrogen therapy an especially useful product ..... is: 


BENZESTROL 


2,4 (p-hydroxyphenyl) —3— ethyl hexane 


“Liver function tests, blood studies and urine examinations showed 


no toxic effects of the synthetic substance BENZESTROL™ 


Supplied: 
Oral: Benzestrol Tablets 
0.5 Mg., 1.0 Mg., 100’s & 1000°s, 2 Mg., 
5 Mg. — 50’s — 100s — 1000°s. 
Bensestrol Elixir: 
15 Mg. per fluid ounce, Pint Bottles. 
Intramuscular: Benzestrol Solution in Oil; 
Aqueous Suspension with 5% Benzyl Alcohol 
5.0 Mg. per cc. 10ce Vials. 
NOTE: Local: Senscemrel Vaginal Tablets 
estrogens may be required during DOSE: Menopause —2 to 3 Mg. daily 
the menopause. Pleasant tasting orally or % to lee parenterally every 5 days. 
Elixir Benzestrol is compatible with 


many substances. Professional Samples and Literature upon Request 


Reference: 
LAMA, 129: SA 20 Cooper Square, New York 3, N. Y., 
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(Continued from page 21) 


is now leaving to establish his own practice. We would 
appreciate very much having you notify us of any 
individuals who might be interested in serving for a 
period of time at Fairview Hospital as a general resident. 
The salary for this position would be from $300.00 to 
$500.00 a month plus full maintenance, depending upon 
the training and experience of the individual concerned. 
We hope that you will be able to assist us in filling 

this vacancy which is open now and which we are 
anxious to fill within the next two weeks. 

A. LancEHauc 

Superintendent 
Fairview Hospital 
Minneapolis, Minnesota 


Vein Stripping 
Dear Sir: 


In regard to the splendid article on varicose veins by 
Eger and Wagner in the September issue, the authors say 
“Vein stripping as an operative procedure is dangerous be- 
cause the varicosity is blindly torn from its perforators 
and tributaries. This results in hemorrhage and throm- 
bosis. We do not advocate this form of therapy.” 

Speaking from an intense interest in this subject rather 
than an extensive experience, it is my impression and the 


Vitamin B; (Thiamine) 


DOSAGE 


; 
J 


A Richer Source of Calcium 


Vitamin C (Ascorbic Acid) 
Vitamin D (Steenbock) 250 U.S.P. Units 


Prophylactic—1 tablet t.i.d. 
Therapeutic—2-3 tablets t.i.d. 


WILCO LABORATORIES 


800 N. Clark St. 


opinion of the majority of surgeons in our community 
that the method of multiple ligation is not as satisfactory 
as that of stripping. In properly selected cases, the method 
of stripping has been used to the exclusion of all other 
methods, the convalescence seems no greater, the com- 
plications no more severe, and the percentage of cures 
higher. 

I hope others interested and experienced in this prob 
lem will contribute their opinions and experiences in these 
columns. 

Stantey R. Truman, M.D. 
Oakland, California 


Illinois Community Needs Physician 


Dear Sir: 

I have been advised to write to you in regard to secur- 
ing a doctor to practice here in Sublette. 

As this is a very wealthy farming community and we 
have been without a doctor since June of this year, I 
would appreciate any information you could give in re- 
gard to this matter, as modern office space is immediately 
available. If you know of a doctor interested in this op- 
portunity, will you please ask him to communicate with 
me at once. 

Witson Roemmicn, Secretary 
Sublette Community Hospital 
Sublette, Illinois 


CONTAINING THE NEW CALCIUM SALT— 
CALCIUM LEVULINATE—w/ VITAMINS 


% Richer in assimilable calcium (13.1%) 
* Chocolate flavored—No chalky taste 
* Non-irritating—No side effects 


® EACH TABLET CONTAINS 
Calcium Levulinate ... 


@ INDICATIONS 
. 4gr. Tetany 
Arthritis 
Skin Conditions 
Muscular Fatigue 
Bone Fractures 
Parathyroid Deficiency 
Pregnancy and Lactation 


Chicago 10, Il. 


Send for 
sample and 
literature 


Enclose 
professional 
card. 


WILCO 
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ACTHAR, instituted early and in adequate dosage, gives 
promise of lasting results in rheumatic fever. 


ACTHAR, in an increasing number of rheumatic fever 
patients, has shortened the course of the disease, min- 
imized residual cardiac damage and probably reduced 
mortality. Systemic signs and symptoms of rheumatic 
fever usually disappeared within three days—the acute 
rheumatic process was brought under control, and the 
electrocardiogram and enlarged heart returned to nor- 
mal, with regression of pathologic murmurs. Marked 
cardiac failure, however, necessitates special caution, 
since sodium and water retention may be produced. 


ACTHAR is available in vials of 10, 15, 25 and 40 u.s.P. 
Provisional Units. One milligram of the Armour Stand- 
ard for ACTHAR is now accepted as the International 
Unit; the biologic potency of one International Unit 
is equal to the biologic potency of one vu.s.P. Pro- 
visional Unit. 


tr ARMOUR LABORATORIES 


CHICAGO 11, ILLINOIS 


PHYs!oLocic THERAPEUTICS THROUGH BIORESEARCH 
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Editorials 


Vascular Lesions In Diabetes 


IN RECENT years some physicians have advocated 
that diabetes be controlled rather loosely. They pre- 
scribe a free diet and use insulin in amounts suf- 
ficient only to prevent acidosis or the development 
of symptoms. They disregard the height of the 
blood sugar and pay no attention to glycosuria. 
They argue that this type of treatment is easier, 
that the patients live more nearly normal lives, and 
that they are therefore less disturbed emotionally 
by their disease. Physicians who subscribe to this 
method of treatment, do so in the conviction that 
there is no advantage to more rigid control. They 
believe that the premature appearance of degenera- 
tive vascular lesions is inevitable in diabetics and 
that the time of appearance of such lesions bears 
no relationship to the type of treatment. 

Directly opposed to these ideas is the school of 
physicians who advocate the treatment of diabetes 
mellitus by means of diet and insulin in a manner 
calculated to keep the blood sugar as near normal 
limits at all times as possible. Two recent reports 
lend strong support to the proponents of this plan 
of consistent vigorous treatment. In one study, 
Wilson, Root, and Marble attempted to correlate 
the degree of control of diabetes, maintained by 
patients over a period of many years, with the in- 
cidence and severity of degenerative complications 
in the arteries, kidneys, heart, and retinae (Am. 
J]. M. Se., 221:479, 1951). The study was made 
with a group of 247 patients whose diabetes began 
between the ages of 18 months and 30 years and 
had been in existence for ten to thirty-four years. 
It was found that no patients with excellent or 
good control showed advanced calcification or ret- 
initis, even after periods of twenty to thirty-four 
years of diabetes. On the other hand, such lesions 
were found in the majority of patients who lived 
for periods of at least twenty years on an un- 
measured diet without constant use of insulin and 
without control of glycosuria. Similarly, diabetic 
nephropathy was not found in patients with good 
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or excellent control, but was common in those pa- 
tients having maintained poor or fair control. 

A second study by Spoont and co-workers was 
concerned only with the relationship of diabetic 
retinitis to the degree of control of diabetes (Am. 
]. M. Sc., 221:490, 1951). In fifty cases of dia- 
betes of at least ten years’ duration, it was found 
that the incidence of retinal lesions was signifi- 
cantly greater in the group classed as poorly con- 
trolled as compared with the well-controlled group. 

In both studies, the authors have anticipated 
that the objection may be raised that diabetics 
classified as poorly controlled are in truth more 
severely diabetic. They have taken great pains, 
therefore, to determine insofar as possible whether 
or not this was the case. They believe that patients 
classified as poorly controlled are not more severe 
diabetics, but are careless in following instructions 
as to diet and insulin dosage. 

Although the reasons for the tendency to devel- 
opment of premature degenerative vascular le- 
sions in diabetes remain obscure, it seems obvious 
that one method for controlling these factors is 
careful regulation of the diabetes. On the basis of 
these studies, we must accept the idea that the 
closer a diabetic is brought toward normal, the bet- 
ter off he will be. 


Who Said We’re Vanishing? 


Tue Spring issue of Ontario Medical Review, pub- 
lished by the Ontario Medical Association, was 
largely devoted to a special feature section on 
general practice. Editor W. R. Feasby set the stage 
for the dozen articles in this section, with some 
wholesome editorial comments on “The Vanish- 
ing General Practitioner.” 

In discussing the frequently-met opinion that the 
family doctor is disappearing, he points out that 
persons who accept that opinion are confusing 
change with disappearance. They are obviously 
still thinking of the general practitioner in terms 
of the horse and buggy era, forgetting that. general 
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practice has kept pace with new therapies, new 
techniques, and new tools. 

Perhaps here in the States there may exist some 
of this same popular misconception in the minds 
of those who assume that “family doctor” is synon- 
ymous with “old-fashioned doctor.” Obviously such 
people lack a knowledge of the advances in medi- 
cal science during recent years. It is equally ob- 
vious that they have never understood the dual 
function of the general practitioner—his role of 
mentor or family counselor, on the one hand, and 
of general manager of the medical team, on the 
other. 

There may actually be a few general practi- 
tioners who do not, themselves, have a clear con- 
cept of that dual role. But in the main it will 
avail little for the majority of our family doctors 
to continue telling each other what constitutes 
general practice. So we feel the special feature 
section prepared by our Canadian contemporary 
was excellently done. We believe that on this 
side of the border, too, we need a little less of 
reassuring ourselves, and a considerable more of 
educating the public. 

As techniques and opportunities for correcting 
this imbalance present themselves, it is the pur- 
pose of the Academy and of this magazine to lead 
the way. We invite the co-operation of all general 
practitioners in furthering this objective. We have 
a mutual obligation to demonstrate to the public 
that the general practitioner is not vanishing. 


Psychosurgery 


THERE is a review by several authors of the 
present-day results of prefrontal lobotomy in the 
Mav number of Surgery, Gynecology and Obstet- 
rics. It is first noted that most of the patients in 
any large mental hospital are suffering from schizo- 
phrenia. After a year or so it can be seen that 
many of them are deteriorating and are not ever 
likely to recover unless something definite is done 
for them. 

According to Walter Freeman, the American pio- 
neer in this field, among 181 patients operated on 
from one to four years previously for schizophre- 
nia, 19 per cent were employed, 15 per cent were 
keeping house, 21 per cent were at home, and 45 
per cent were still in an asylum. Taking 312 cases 
of various types of psychosis, 18 per cent of the 
people were employed, 25 per cent were keeping 
house, 25 per cent were at home, and 32 per cent 
were still in an institution. The results of 316 


transorbital lobotomies appeared to be better. Some 
47 per cent of the persons had a good result, 23 
per cent a fair result, and 28 per cent a poor re- 
sult. 

As Harry C. Solomon said, one must always 
remember that some of the results can be decidedly 
unsatisfactory. In his group of 454 cases, 40 per 
cent of the people were living at home, but 54 
per cent were still in an institution; 5 per cent had 
died. In a group of 205 patients observed after 
operation, convulsions kept appearing in 12 per 
cent. This is one of the big drawbacks to the op- 
eration. 

Dr. Solomon summed up by saying that in most 
cases real improvement in behavior resulted, mak- 
ing the life of the patient more comfortable. In 
about 40 per cent of the cases, life outside of an 
institution became possible, and about half of these 
patients were able to support themselves to some 
extent. 

Recently some surgeons have been leaning to- 
ward a greater use of topectomy, or an ablation of 
part of the cortex of the frontal lobe. Dr. Paul 
H. Hoch concluded that obsessive, depressive, and 
phobic symptoms are most influenced by the op- 
eration. There have not been any great differences 
between the effects of topectomy and lobotomy. 
The big question is, will topectomy produce less 
of the unpleasant personality damage which lo- 
botomy sometimes produces? Hoch’s impression is 
that marked alterations in personality, and espe- 
cially the well-known apathy, complacency, and 
emotional dulling, will not occur as frequently and 
persistently after topectomy. 

E. K. Wilks reported on the so-called selective 
cortical undercutting. This causes much less per- 
sonality deficit than does complete lobotomy. Of- 
ten there is an abrupt relief from psychotic symp- 
toms, and the patient tends to get better with 
time. Postoperative epilepsy has been noted in 
about 7 per cent of the cases. According to Wilks, 
complete lobotomy causes too much blunting of 
the personality of the invalid to warrant its use 
except in the cases of severely deteriorated psy- 
chotic patients. In such cases all one can hope for 
is to get rid of bad behavior which interferes with 
the home care of the patient. One cannot make 
such persons much worse. 

The result of the undercutting operations al- 
ready have shown that the frontal lobes are not 
essential in the production of psychoses, but they 
have much to do with the personality. The psy- 
choses are favorably affected by isolation of some 
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areas of the frontal lobes. There appears to be a 
greater deficit in personality if nonpsychotic pa- 
tients are operated on for the relief of pain, mood 
disorders, or neuroses. 

An undercutting of the orbital surface of the 
brain appears to be the ideal operation for the 
relief of psychoneuroses and milder mood disturb- 
ances because it does not destroy the personality. 
Undercutting of the superior surface is recom- 
mended for the relief of schizophrenia. It gives re- 
sults about equal to those of the ordinary lobotomy 
with much less deficit in personality. Pain, when 
accompanied by addiction to drugs, or when made 
more severe by excessive anxiety, responds well to 
undercutting of the superior surface. An advantage 
of these operations is that if they do not work, one 
can later do an ordinary lobotomy. 


The Quicksilver of Criticism 


Criticism is in a measure like quicksilver. It 
swiftly flows along, finding unseen crevices and 
channels and is inordinately liable to flee out of 
bounds. In devious and sundry ways it escapes 
from the pathways of value and ends in a veritable 
conglomeration of inanities. 

Doctors as a group are an individualistic lot but 
general practitioners are perhaps the acme of indi- 
vidualism. In the larger sense it is right and proper 
that they have become so, for it has been the task 
of this group to assume the greater burden of all 
medical care. They have done so with aplomb and 
have further worked with zeal to raise the stand- 
ards of medical care. In their terrific struggle they 
have by-passed all other thought—government, 
politics, law—until finally and irrevocably lady 
history has caught up and has enmeshed them 
with her flighty and changeable ways. They have 
come to realize—those who think—that they can 
no longer dissociate themselves from the reality of 
politics, of government, and of law as it now exists. 

Some of these doctors have had the vision and 
the intelligence to recognize the fallacy in sitting 
idly by and permitting change in the world around 
them without attempting to guide it by intelligent 
thought, criticism, and action. 

Because of a complete change in our whole so- 
ciologic structure in this world, certain things have 
happened to our medical set-up creating demand 
for readjustment and realignment. Because of such 
demand, general practitioners have organized in a 
group—our A.A.G.P. Such a group was very nec- 
essary—binding together many farsighted individ- 
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uals who saw the need for change and recognized 
the necessity of having cohesive action. As a group, 
working as a unit, the parts of which aided and 
abetted the whole, it could go far in meeting the 
demands of a changing world and medical atmos- 
phere. In the formation of such a group and for- 
mulation of policy there had to be a great deal of 
give and take. An idea promulgated by one was 
criticized by another but usually in a constructive 
way—a counter idea was laid beside the first. A 
compromise was perhaps in order. So, little by 
little, there grew a conception of what the group 
should be and for what it should stand. The evo- 
lution of the A.A.G.P. was attended by a tremen- 
dous amount of work and thought—absolutely un- 
selfish in nature. 

It is strange indeed to find some few critics, 
those great individualists, who are not willing to 
compromise their individualism for the common 
good. It is strange to find those men of little minds 
and small stature railing against they know not 
what. They have become not only angry at find- 
ing themselves caught in a vortex of world change 
but apostate against those who have tried and are 
trying to think and work for the common good. 
A few still use their God-given right of criticism 
in an acrimonious way without deigning to offer 
counter constructive ideas. But one wonders how 
free we really are, free of obligation to our fellow 
men and to ourselves. 

Perhaps, with a little self-analysis we may be 
able to channel our quicksilver in a manner not 
likely to become adulterated with angry inanity. 


The National Doctors Committee 


In THE “Business and Economics” department of 
this issue appears the first of three articles by Rob- 
ert C. Page, M.D., chairman of the National Doc- 
tors Committee for Improved Medical Services. In 
this series Dr. Page will thoroughly analyze the 
problem of duplicating activities of five large, and 
over thirty smaller, federal medical systems. He 
will also examine for us the Hoover Committee 
recommendations for a Department of Health, 
unifying at Cabinet level all federal medical serv- 
ices except those of the armed forces. 

It is of course a point of “family” pride to us 
that the two men selected to represent the field 
of general practice, on Dr. Page’s committee, are 
both members of the Academy: Dr. Sam A. Gar- 
lan, of New York; and President-Elect Dr. R. B. 
Robins. We think that is another significant dem- 
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onstration of our oft-repeated assertion that the 
membership of the American Academy of General 
Practice includes the leading family doctors of the 
nation. 

We are also impressed with the sincerity and 
complete lack of bias with which this committee, 
like the Hoover Committee of which it is an out- 
growth, has approached its responsibilities. As you 
read Dr. Page's article, you sense that here are no 
axes to be ground—no facilities provided for grind- 
ing them. “Public Spirited Citizens” is an over- 
worked and too often misapplied phrase, but no 
one could question its appropriate use in this in- 
stance. These men are genuinely concerned with 
uncovering the disorders which are affecting one 
important portion of our body politic, and with 
the selection of appropriate remedies. As individ- 
uals or as groups, we may or may not completely 
agree with their diagnosis and/or their recom- 
mended corrective therapies. There are those who 
question whether a Department of Health could 
be currently created free from the taint of the 
“Ewing virus” in some form. 

But we believe everyone will agree that the Na- 
tional Doctors Committee is completely sincere and 
that any recommendations they make will be based 
on their collective conviction that therein lies the 
most practicable solution to the problem. Finally, 
we believe all members of the Academy will join 
with Dr. Page’s group in the conviction that: “Con- 
servation of the nation’s medical manpower is a 
critical problem and all doctors should interest 
themselves in the federal medical program.” 


Cerebral Palsy 


In a fine book on cerebral palsy, John F. Pohl tells 
much about this distressing disease which afflicts 
approximately one out of 600 children who are 
born alive. Some of these children have a good 
brain, but their muscles do not respond properly 
to their will. There is a spastic type, marked by 
stiffness of the muscles, and this results from a 
lesion in that part of the cortex which presides 
over voluntary movements. The athetotic type of 
the disease, characterized by poorly controlled move- 
ments and grimacing, is due to a lesion of the 
basal ganglia. An ataxic type may be associated with 
lesions of the cerebellum. 

In rare cases there may be a marked tremor, some 
rigidity, or atonicity of the muscles. Naturally, 
there are all degrees of severity of the disease. Some 

. are so mild that the disturbance is noticeable only 


to the child or his parents. In other cases the child 
has such poor control over his muscles that he can 
hardly talk, eat, or walk. 

It is thought that in most cases the disease is 
due to some injury to the brain which came at 
birth and was due to hemorrhage, or perhaps to 
oxygen deprivation of parts of the brain. There is 
some evidence that heredity plays a part in some 
cases. Twins have both been born with the disease. 
Premature birth means often a very small infant 
with arteries and brain so delicate that they are 
easily injured by birth trauma. In one paralytic out 
of five, no good guess can be made as to the cause 
of the disease. 

In 42 per cent of the cases the birth was sufh- 
ciently abnormal to account for the condition. In 
41 per cent, the child at birth showed cyanosis, 
lack of animation, convulsions, and delayed respi- 
ration. Too long a period of time between birth 
and the onset of good respiration can cause serious 
trouble in the nervous system. -In 33 per cent of 
the cases the obstetrician had difficulty in getting 
the child to start breathing. One-third of the chil- 
dren with this disease weighed less than 5% |b. 
at birth and hence were considered premature. 
When such premature and underweight children 
die, autopsy commonly shows hemorrhages into and 
about the brain. 

In perhaps one in eight cases the mother was 
ill and suffered from hypertension, toxemia, and 
a tendency to bleeding. Certainly, in a high 
percentage of these children their disease could be 
attributed to disturbances during pregnancy and 
at the time of birth. Every physician and obste- 
trician must keep in mind the fact that many of 
these disturbances are preventable; with greater 
obstetric skill and with greater neonatal care, many 
of these tragedies can be averted. Special care must 
be taken of infants of Rh negative mothers and 
Rh positive fathers. Actually, this combination of 
circumstances rarely produces cerebral palsy. 

It might be helpful in some cases to make the 
diagnosis of cerebral palsy early in life. The symp- 
toms sometimes observed are difficulties in sucking 
and swallowing, frequent vomiting, excessive cry- 
ing, restlessness, apathy, and perhaps some stiff- 
ness in the limbs. The child may not be able to 
support his head when the mother picks him up. 
Later, he may be slow in learning to control his 
hands, to creep, to walk, or to talk. 

The average normal child can turn himself over 
at 5 months, sit up at 7 months, stand in his play- 
pen at 10 months, stand alone at 14 months, and 
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walk unassisted at 15 months of age. At 3 months 
he should reach out for things and grasp them, 
and at 7 months he should be playing with a rat- 
tle and other objects. He should be talking between 
15 and 18 months. A child should talk well enough 
at the age of 3 years to make himself understood. 
Any delay should make one think of some abnor- 
mality. Perhaps stiffness of the muscles will be 
noted, clonus, increased tendon reflexes, and a pos- 
itive Babinski reaction. The mother may notice 
hypertonicity of the legs when she trys to separate 
them to put on a diaper. By the time the child is 
teething, the parents should usually have noticed 
that something is wrong. 

It must be remembered that these children not 
only have motor disturbances but some have sen- 
sory disturbances, and when they do, the situation 
is more difficult to correct. The training of such 
children is difficult because they are inattentive, 
and must constantly be reminded of the exercises 
that they are doing. These children seem unable 
to remember the motions which a little while be- 
fore produced the desired results. The brain does 
not store the needed mental picture. A teacher, 
therefore, has to have extreme patience and must 
constantly be making the child repeat an exercise. 

In these cases a child may be physically helpless 
and yet have a fine intellect, or a child who has 
only a slight motor impediment may have a marked 
mental handicap. About half of the children stud- 
ied by Pohl were judged to have too low an intel- 
ligence for school work. In these cases, it is ex- 
tremely hard to judge the intelligence of a child 
who has been so cut off from the outside world. 
Of 75 children who were sent to a school for crip- 
pled children, 20 eventually had to be turned away 
because of their inability to learn. Twenty-five 
more had to be committed to an institution for the 
feeble-minded, while 30 were left at home. Evi- 
dently there are very few of these children who 
can take a useful place in the world. 


Research or Publicity? 


For lack of nothing better, you can always strike 
up a conversation about Oscar Ewing these days. 
He manages somehow to make the front pages al- 
most as often as President Truman, Dean Acheson, 
or even Rita Hayworth. The news comments 
about him are not always of the most flattering 
kind, to be sure. But he tries. 

Fellow we were talking with the other day 
about the distinguished FS Administrator retreated 
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to a prepared line of defense with this clincher: 
“You'll have to admit he has done a lot for re- 
search through the National Institutes of Health.” 

“Yeah,” we said, “you're right there.” And then 
we showed him a photo we had received recently 
from the FSA to illustrate a news release about 
the cornerstone laying ceremony of the 43 million 
dollar clinical research center being built at Be- 
thesda and described in the August issue of this 
magazine. One of the photographs showed the 
grinning countenance of the President as he 
trowelled some concrete on the cornerstone, while 
beaming vicariously beside him was the ubiquitous 
Oscar Ewing. On the back of the photograph there 
was stamped the following: “Please credit National 
Institutes of Health, Photographic Research Sec- 
tion.” 

Small wonder Congress evidences considerable 
mistrust about Mr. Ewing’s requests for appropria- 
tions for his department. Though the Bureau of 
the Budget states that there are 3,666 public re- 
lations men on the Federal payroll spending $13,- 
500,000 a year (Collier's places the number at 
8,000 and the cost at $32,000,000 a year), it is 
doubtful that these figures include all those en- 
gaged in press agentry to advance the political for 
tunes of their respective bosses. 

Consider, for example, the enormous contribu 
tions to scientific research and medical progress 
accomplished by the “Photographic Research Di- 
vision” of the National Institutes of Health in 
sending out pictures of their chief in the process 
of getting his feet in the public cement along with 
the President. 


Prolonged Labor 


Wuen labor is prolonged (lasting twenty-four 
hours or more) maternal mortality and morbidity 
are increased, and the child is less likely to be 
born alive and healthy. In pregnant women in 
whom there is no obvious disproportion of the 
size of the fetus to the pelvis, the reasons for pro- 
longation of labor usually are not apparent, and 
methods to prevent such prolongation are, there- 
fore, not available. Willson and Alesbury empha- 
size therefore, that every effort should be made to 
make such labors as atraumatic as possible, both 
for mother and infant (Am. ]. Obst. & Gynec., 
61:1253, 1951). 

The basic factor in a plan for this purpose is 
early recognition of the fact that labor will be pro- 
longed. This can be accomplished only by careful 
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evaluation of the uterine contraction and of the 
course of the labor by the physician at the bedside 
of the patient. After such evaluation, if it is sus- 
pected that a poor mechanism for delivery is 
present or will develop, the patient is considered 
as a candidate for prolonged labor and is managed 
accordingly. 

Sedatives and analgesics are used sparingly be- 
cause of their tendency to inhibit uterine contrac- 
tions. Nevertheless, in expectation of long labor, 
the patient is insured six to eight hours sleep out 
of each twenty-four hours of labor. This may be 
obtained in most cases by the injection of morphine 
sulfate in small doses. Anticipation that the pa- 
tient will become dehydrated makes it necessary 
to give at least 2,000 cc. of fluid daily. This is bet- 
ter given intravenously, because then there is as- 
surance that it has been supplied. Antibiotic and/or 
chemotherapeutic agents should be given prophy- 
lactically, and their use continued for forty-eight 
hours after delivery or until fever has subsided. 
Frequent examinations of the patient by rectum or 
by va~ina should be avoided in order to minimize 
the risk of puerperal infection. Often rupture of 
the membranes hastens labor, and this procedure 
should be used at the time of diagnostic vaginal 
examination in patients whose labor is progressing 
slowly and in whom the cervix is partially dilated 
and the vertex well fixed in the pelvis. Labor is 
allowed to continue as long as there is definite 
evidence of progress and as long as the mother and 
the fetus are in good condition. This implies a 
need for almost constant observation. 

When progress of the labor stops, delivery must 
be considered. However, cessation of progress is 
not an indication for immediate emptying of the 
uterus, but more often means that a period of rest 
and hydration is in order. After such a rest period, 
if labor remains at a standstill it should be termi- 
nated. The method of delivery depends upon the 
circumstances of each case. After delivery, post- 
partum hemorrhage should be anticipated and 
preparations carefully made for its management. 
Although the choice of anesthetic agent depends 
upon the method employed for delivery, the anes- 
thetic should be one which has the least tendency 
to interfere with uterine contraction or to cause 
anoxia. 

During the immediate post-partum period every 
effort should be made to restore the patient to nor- 
mal as rapidly as possible. This implies the replace- 
ment of blood lost during delivery, relief of dehy- 


dration, and promotion of rest. Meanwhile, the in- 


fant should be given meticulous care with gentle 
handling, the use of a warmed crib, routine admin- 
istration of oxygen, and continuation of antibiotic 
therapy until there is no longer any evidence of 
its necessity. 


Chronic Ulcerative Colitis 

‘Tue relationship of chronic ulcerative colitis to 
personality factors and to stressful life situations 
is exemplified in a report by Grace and Wolff 
(J.A.M.A., 146:981, 1951). The authors show that 
these patients are hostile but sweet, anxious but 
calm, timid but rebellious. They have aggressive 
fantasies, but their behavior is passive. Their inner 
hostility provokes strong feelings of guilt. Exacer- 
bations of colonic symptoms result when there is 
a life situation that intensifies the inner feelings of 
hostility, frustration, or resentment. 

Grace and Wolff have studied the therapeutic 
effect of interviews with nineteen unselected pa- 
tients having chronic ulcerative colitis. The inter- 
views were spaced at intervals of a few days or 
weeks according to the apparent needs of the 
patient. The physicians spared no effort to time 
these interviews according to the needs of the 
individual. 

It was found that the greatest benefit to the sub- 
ject was a constructive physician-patient relation- 
ship. A tolerant attitude on the part of the physi- 
cian was essential. Patients were taught how to 
recognize their own manifestations of accumulat- 
ing emotional tension. They were encouraged to 
learn to accept annoying situations or to adopt 
means for avoiding them when possible. No other 
therapy was given. 

In three of the nineteen patients, symptoms dis- 
appeared as a result of a basic alteration in atti- 
tudes by the patient, with consequent diminution 
in hostility. In another five patients improvement 
resulted when there was opportunity to express 
feelings of anger and hostility to a sympathetic 
physician. This created sufficient tranquility to re- 
sult in a disappearance of symptoms, even in the 
absence of any basic alteration in attitudes. In 
another three patients, it was possible to provide 
relief from symptoms by radical changes in envi- 
ronment. 

Thus, it is seen that eleven of the nineteen 
patients showed improvement under this thera- 
peutic regimen. The remaining six individuals were 
unable to participate in a constructive physician- 
patient relationship. Of these, four showed no 
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change in symptoms and two improved slightly. 

These therapeutic results are comparable to 
those obtained by other investigators who have 
employed a variety of therapeutic regimens. The 
authors suggest that the therapeutic factors operat- 
ing in other reported series of chronic ulcerative 
colitis are similar to those described in their own 
study, and that improvement was largely a conse- 
quence of establishment of good physician-patient 
relationship and not of a direct effect of some med- 
ication or diet prescribed. 

This experience has other important implica- 
tions from the point of view of the general practi- 
tioner. In the first place, it is apparent that any 
physician who is tolerant and patient is qualified 
to give this kind of treatment to a patient with 
chronic ulcerative colitis. The results that he ob- 
tains should be proportionate to his skill in creat- 
ing a good physician-patient relationship and to 
his willingness to devote sufficient time to each 
patient. 

The converse of this thought is also important. 
We may be sure that there are occasions in the 
course of chronic ulcerative colitis when impatience 
on the part of the physician, or a tendency to be 
hurried and to “brush off” the patient may indeed 
be responsible for an aggravation of symptoms or 
even for the provocation of a relapse. This kind of 
error might be made just as easily by a psychi- 
atrist as by any other practicing physician. As a 
matter of fact, an intelligent family physician, be- 
cause of his knowledge of environmental factors 
in the case, might be the best suited for handling 
the patient with chronic ulcerative colitis. Let us 
hope that the family physician will be willing to 
accept the challenge which these thoughts imply. 


Treatment of Leukemia 


In the May, 1951, issue of Postgraduate Medi- 
cine, there is an excellent article by C. C. Sturgis. 
He lists as treatments for leukemia, blood trans- 
fusions, antibiotics, roentgen ray therapy, radio- 
active phosphorus, urethane, nitrogen mustard, 
folic acid antagonists, ACTH, and Cortisone. 

All of the patients eventually develop an ane- 
mia, and this can be helped by the use of blood 
transfusions. These people also are subject to in- 
fections, and these can be combatted by the anti- 
biotics. 

Sturgis feels that roentgen rays should be used 
whenever the patient’s white blood cell count goes 
over 40,000; that is, provided that such treatment 


GP @ October, 1951 
‘ 


has not been given in the preceding six weeks. 
Sturgis feels that heavy total body irradiation of 
the type proposed by Heublein years ago should 
not be used, except in those cases in which a 
large spleen is a conspicuous feature. 

According to B. E. Osgood, writing in the Ar- 
chives of Internal Medicine, for March, 1951, it is 
best not to give huge doses of x-ray with the idea 
of curing the patient. It is better to give small doses 
all over the body or to give radioactive phosphorus 
in small doses with the idea of quieting the activ- 
ity of the leukocyte-forming organs. 

As Sturgis says, roentgenotherapy may be harm- 
ful in the cases of patients with acute and sub- 
acute forms of the disease, and then the physician 
must wait. Sturgis doubts if patients with leu- 
kemia become resistant to the roentgen rays. Prob- 
ably they just get worse with the passage of time. 
Sturgis also uses small doses of radioactive phos- 
phorus. The drug is of most use in the treatment 
of chronic myelogenous leukemia and polycythemia 
vera. 

Urethane will certainly depress bone marrow 
function in patients with myelogenous leukemia, 
and one must be careful not to give too much. The 
drug has no value in cases of acute leukemia. 

The effects of nitrogen mustard are similar to 
those of exposure to roentgen rays. The effect, 
however, is a purely palliative one. 

Of the folic acid antagonists, aminopterin has 
proved as satisfactory as any. All such drugs can 
be highly toxic. They will produce a temporary 
remission in cases of acute leukemia in children. 
Aminopterin is of no value in the treatment of 
chronic leukemia. 

Remissions can be obtained and sometimes re- 
peatedly with ACTH, and Cortisone. 

According to Lawrence and his associates, who 
have treated 129 patients with myelogenous leu- 
kemia with radioactive phosphorus, alone or in 
combination with x-rays, the average duration of 
life was 3.7 years. At last writing, 21 of the pa- 
tients were still living. Some 24 per cent of the 
patients lived for 5 years or more, and 10 per cent 
lived for 8 years or more. In another group of 
100 patients, treated by Lawrence and his associates, 
the average duration of life after the use of radio- 
active phosphorus alone, or in combination with 
roentgen rays, was 4.5 years. In this group 13 per 
cent lived for 8 years or more. Sturgis knows a 
physician with chronic lymphatic leukemia who 
has survived for 23 years with very little treatment. 


He has kept hard at work. 
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Figure 1. The most common causa- 
tive organism in mycotic vaginitis 
is Monilia albicans. Shown are the 
budding yeast blastospores and 
mycelial threads as identified in 
a wet smear of vaginal secretion. 


Figure 2. Trichomonas vaginalis 
vaginitis is caused by this proto- 
zoan with its characteristic flag- 
ella, centrally placed nucleus, and 
undulating membrane. 


Color plates in this article from G. D. Searle and Company 


Figure 3. The most frequently cul- 
tured organisms in a case of non- 
specific vaginitis are streptococci, 
staphylococci, and the colon ba- 
cillus. 
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BY STUART ABEL, M.D. 


Department of Obstetrics and Gynecology, Northwestern University 


Effective therapy in cases of vaginitis depends upon accurate diagnosis. Treatment should 


not be started empirically on the basis of clinical impressions alone. A careful history 


must be obtained and examination must include microscopic study of vaginal secretions. 


Stained smears and cultures are utilized whenever the diagnosis remains in doubt. 


Vacinitis is defined as inflammation of the vaginal 
mucous membrane. Such inflammation in most 
cases is acute, but it may in some cases gradually 
develop into a chronic phase. This is especially true 
of mycotic and parasitic infections. 

For purpose of discussion, vaginitis may be di- 
vided into four main types, based on the responsi- 
ble etiologic agent: (1) Trichomonas vaginalis vag- 
initis, (2) mycotic vaginitis (Monilia albicans), 
(3) gonococcic vaginitis in children, and (4) non- 
specific vaginitis where one or several bacterial or- 
ganisms (exclusive of the gonococcus) are respon- 
sible. 

The pathogenesis of vaginitis in general is in- 
completely understood. The means by which Tri- 
chomonas and mycotic infections are acquired is 
obscure. Gonococcic vaginitis in children is very 
contagious and is acquired readily through direct 
or indirect contact by these small patients in whom 
the vaginal mucosa is thin and vulnerable. The 
exact source of infection in cases of nonspecific 
vaginitis rarely is known, but certain predisposing 
factors may play an important role. Such factors 
are immaturity or senility of the vaginal mucous 
membrane; pessaries, tampons, or other foreign 


bodies; vaginal surgery; and childbirth. Perhaps 


to a lesser degree these predisposing factors are im- 


portant also in the development of Trichomonas 
and mycotic infections. 

In all branches of medicine, intelligent manage- 
ment of the patient must be predicated on an ac- 
curate diagnosis. The patient with vaginitis is no 
exception. She should not be treated empirically. 
Every effort should be made to determine the eti- 
ology of the vaginitis and to prescribe specific treat- 
ment. Details of symptomatology will be discussed 
under each type of vaginitis. In general, careful 
evaluation of the patient's story and careful vaginal 
examination often enable us to make a tentative 
diagnosis of the type of infection present. Such a 
diagnosis must, of course, remain tentative until 
confirmed by microscopic examination of the vag- 
inal secretion. In some cases, culture of the vag- 
inal secretions will also be necessary. 


Trichomonas Vaginalis Vaginitis 


Etiology. The causative organism is the parasitic 
protozoan, Trichomonas vaginalis. This organism 
is slightly larger than a leukocyte and is ovoid 
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CAUSATIVE ORGANISMS 


Figure 4. Trichomonas vag- Figure 5. Monilia albicans Figure 6. Mixed infections 
inalis (low power micro- (culture, high power micro- (streptococci, staphylococci, 
scopic field.) scopic field.) Esch. coli.) 


TRICHOMONAS VAGINALIS VAGINITIS 


Figure 7. Vaginitis Figure 8. Cervicovaginitis Figure 9. Vulvovaginitis 


MONILIA ALBICANS VAGINITIS 


10. Vulvovaginitis Figure 11. Cervicovaginitis 12. Vaginitis 
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to slightly pearshaped. The posterior end of the or- 
ganism is slightly narrowed and the anterior end 
possesses four flagellae which impart the motility 
to the organism by which it may be identified read- 
ily in a hanging drop. 

Pathogenesis. The source of the parasite is un- 
known. A Trichomonad is found in the intestine 
but apparently this is a different organism. It may 
on occasions be transmitted by direct contact with 
toilet seats, clothing, bathtubs, or borrowed douche 
tips. Reinfection may occur through the husband. 
The organism has been reported in as high as 40 
per cent of women who complain of leukorrhea. 
Apparently it is present in a good many patients 
who have little or no trouble. General, debilitating 
illness, with lowering of resistance, or local altera- 
tions, such as associated bacterial infection or the 
elevation of the pH associated with menstruation, 
may be predisposing factors. It is common during 
pregnancy and following gynecologic surgery. 

Symptoms and signs. The symptoms of Tricho- 
monas vaginalis vaginitis are primarily leukorrhea 
and secondarily pruritus, burning, and dyspareunia. 
The leukorrhea is particularly bothersome in that 
it is profuse and irritating. It is characteristically 
thin and watery and may be frothy. It is white or 
yellow and in severe cases may have a green tinge. 
It has an objectionable odor. The leukorrhea may 
be slightly thicker on occasions, which suggests an 
associated cervicitis. Such an underlying cervicitis 
with its accompanying mucopurulent discharge 
may enhance and perpetuate the Trichomonas 
vaginitis. Because of the irritating qualities of the 
leukorrhea, there is usually some vaginal and vul- 
var itching and burning. This may be so severe 
as to cause dyspareunia. 

The vaginal mucous membrane is diffusely red- 
dened and inflamed. The vaginal wall and even 
the pars vaginalis of the cervix may show red, 
punctate areas which are highly characteristic. 
The vulvar tissues may be tender, swollen, and 
inflamed. 

Diagnosis. It is often possible to arrive at a pre- 
sumptive diagnosis of Trichomonas vaginalis vag- 
initis from a careful history and inspection of 
the vagina and vulva. However, it is imperative in 
every case to make a hanging-drop slide prepara- 
tion of the vaginal secretions for microscopic con- 
firmation. A dry speculum is inserted into the va- 
gina as a part of the routine examination. Upon 
removal a drop of the secretion on the speculum 
tip is mixed with a drop of saline on a glass slide. 
The mixture is studied for the presence of motile 
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Trichomonads. This examination should not be 
made immediately after vaginal douching. If the 
symptoms and signs seem typical but the hanging 
drop fails to confirm the diagnosis, a second micro- 
scopic study of the secretion should be made after 
the patient has gone a while without douching. 

Treatment. There is no absolutely satisfactory 
method of treatment. It is sometimes stated that 85 
to 90 per cent of all cases of Trichomonas vagi- 
nalis vaginitis respond to any of the several ac- 
cepted forms of treatment, while the remaining 10 
to 15 per cent remain intractable. In those cases 
which respond favorably, treatment may have to be 
continued for a long time before such response is 
obtained. Additional prophylactic treatment is 
usually employed after cessation of all signs and 
symptoms in order to obviate recurrence. Patients 
are advised that once they have had trouble with 
the parasite, they are susceptible to recurrences 
unless some program of preventive therapy is fol- 
lowed. 

Several forms of therapy are effective in the 
control of this type of vaginal infection. First, there 
are the various sulfa cream preparations, which in 
our hands have proved highly efficacious. Chemical 
vaginal jellies such as Nylmerate are similarly help- 
ful. Second, there are the arsenicals and picric acid 
derivatives (especially the silver salt) which are 
administered as tablets, suppositories, or powder in- 
sufflations. These products, especially Floraquin, 
silver picrate, and Carbarsone are also most suit- 
able. Third, there are lactose tablets which are in- 
serted in an effort to restore the normal vaginal 
flora. Fourth, douches are most helpful and are 
nearly always employed in conjunction with the 
aforementioned sulfa creams or arsenicals. Mild 
acid douches are prescribed. Vinegar in the pro- 
portion of an ounce to a quart of water is often 
used. Perhaps, 1 teaspoonful of lactic acid to a 
quart of water is preferable. Hypertonic saline so- 
lution has been advocated but we have not em- 
ployed it. 

Experience with penicillin suppositories in the 
University Clinics has led us to the conclusion that 
this material is of less value in the treatment of 
Trichomonas vaginalis vaginitis than in nonspecific 
vaginitis. 

Probably as effective a regimen as any is as fol- 
lows: The patient employs a lactic acid douche 
twice daily for two or three weeks. Following this 
douche on each occasion a syringe applicator full 
of sulfa cream (Westhiazole or Ortho Triple sulfa 
cream) is placed high in the vagina. The syringe 
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applicator comes with the tube of sulfa cream and 
‘s easy for the patient to handle. Nylmerate vag- 
inal jelly, similarly inserted, has been comparably 
effective. This treatment is carried through a men- 
strual period, eliminating the douche only during 
the period of free flow. Flare-ups of Trichomonas 
infections are quite common during and following 
a menstrual period when the elevated pH favors 
the growth of the organisms, and this uninter- 
rupted therapy has minimized exacerbations. Fol- 
lowing a menstrual period or after two weeks in 
the nonmenstruating patient, the treatment is cut 
to once daily and the patient is re-examined in an- 
other week or two. This examination must be made 
after treatment has been omitted for two or three 
days. Only in this way can the residual vaginitis 
be evaluated. Coitus should be avoided during this 
period of intensive treatment. 

Treatment subsequent to the second visit will 
depend on the degree of residual involvement. 
Some active treatment should be employed during 
the following few menstrual periods or if there is 
any suggestion of relapse. While douching is not 
advocated as a necessary routine in the normal pa- 
tient, it should be continued in this group of pa- 
tients following cessation of symptoms as an ef- 
fective prophylactic measure. Vinegar or lactic acid 
are satisfactory. 

In the occasional patient in whom the use of 
the sulfa creams is ineffective, the use of arsenicals 
or silver picrate is helpful. The 10 to 15 per cent 
of patients in whom the process remains refrac- 
tory present a problem of special consideration. 
First of all any associated cervicitis and erosion 
must be eradicated. Such an associated process with 
its incident mucopurulent discharge apparently ag- 
gravates and perpetuates the vaginitis. Sites where 
the protozoans may be hidden and harbored must 
be searched out. These include paraurethral 
(Skene’s) ducts, the bladder and urethra, and the 


husband's genitalia. 


Mycotic Vaginitis 


Etiology. Mycotic vaginitis is a fungus infection, 
and, although several varieties have been described, 
the most common causative organism is Monilia 
albicans. This organism can be identified in a wet 
smear of vaginal secretions by the budding yeast 
blastospores and. mycelial threads. The yeast or- 
ganisms are slightly ovoid and vary in size upward 
to about the size of a red blood corpuscle. There 
is a slightly refractile membrane. 


Pathogenesis. Mycotic vaginitis is an infectious 
process but often the source of the infection is 
obscure. There is evidence that carriers of the dis- 
ease exist. Unlike Trichomonas infections, yeast 
vaginitis flourishes in an acid medium. It grows 
best in the presence of an excess of carbohydrates. 
As might be anticipated, therefore, it is common 
in diabetics and is frequent in pregnancy. It is so 
frequently observed in diabetic patients that in the 
past it has been called diabetic vulvovaginitis. In- 
deed, the presence of mycotic vaginitis demands 
thorough investigation of the patient for diabetes. 
This form of vaginitis is rarely observed prior to 
the menarche or subsequent to the menopause. 

Symptoms. The symptoms of mycotic vulvovag- 
initis are pruritus, burning, leukorrhea, and when 
the discomfort is marked, dyspareunia. The most 
intense symptom of yeast vaginitis is pruritus 
which may become quite severe. The patient may 
scratch the vulva almost constantly, and this addi- 
tional trauma aggravates her symptoms. Unlike 
Trichomonas infections, leukorrhea is often a les- 
ser symptom. It is usually reported by the patient 
among her presenting complaints and is described 
as a white flaky, curdy, or pasty discharge. 

Signs. The appearance of the discharge has al- 
ready been described; often it has the consistency 
of cottage cheese. There is no typical or particu- 
larly objectionable odor. The flakes of discharge 
may be slightly adherent to the vaginal mucosa or 
cervix but can be wiped off with little difficulty. 
Removal of adherent flakes of discharge may dis- 
close a red, irritated area of vaginal mucosa. In sev- 
ere cases there is diffuse reddening of the vaginal 
mucous membrane, but this is less prominent than 
in Trichomonas infections. The vulvar tissues are 
often swollen and inflamed. 

Diagnosis. The clinical diagnosis must be con- 
firmed by laboratory evidence. This is obtained by 
microscopic study of a drop of the vaginal secre- 
tion mixed with a drop of saline. Budding, yeast- 
like bodies or mycelial forms are usually found. 
Staining the smear with Wright's stain may supply 
more information in questionable cases. Cultures 
may occasionally be necessary to prove the diag- 
nosis. If a cotton swab applicator is covered with 
vaginal secretions and placed in a test tube con- 
taining a little normal saline solution, a growth of 
the yeast organisms will be seen in a day or two 
if the test tube is closed with a cotton plug and 
allowed to stand at room temperature. A more de- 
pendable method is to culture the vaginal secre- 
tions on Sabouraud’s medium. 
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Treatment. The treatment of yeast vaginitis, like 
Trichomonas vaginitis, is not always satisfactory. 
There are two old “stand-bys” in the treatment of 
yeast vaginitis, gentian violet and iodine. 

Gentian violet is usually applied topically in | 
or 2 per cent aqueous solution. The frequency of 
such applications is a matter of personal choice and 
experience. Some authors recommend its daily use. 
We have long felt that repeated applications may 
produce chemical irritation and severe tissue re- 
action. It has been our policy to wait 3 or 4 days 
before reapplying gentian violet. A third applica- 
tion may occasionally be indicated after another 
3- or 4-day interval. If definite improvement has 
not taken place by this time, there is no justifica 
tion for additional applications of gentian violet. 
Gentian violet is also contained in some of the 
newer jellies. Before applying gentian violet, the 
vagina should be cleansed with cotton applicators, 
gently but thoroughly. All partially adherent flakes 
of discharge must be removed. 

Mild iodine douches, 2 to 4 cc. of the 2 per cent 
tincture in a quart of water, is a simple method of 
employing iodine in the treatment of mycotic vag- 
initis. Lugol’s solution in one-fourth strength has 
been used for topical applications with good re- 
sults. 

One of the more recent therapeutic methods 
which has proved effective in our experience is 
the intravaginal application of Propion Gel. This 
jelly is inserted by means of a syringe applicator 
twice daily for two to three weeks. This method 
is rapidly becoming the mainstay in our treatment 
of mycotic vaginitis. It relieves the pruritus in a 
few days and usually clears up the infection in a 
week or two. 

An effective regimen of treatment is as follows: 
All vaginal secretion is completely removed with 
cotton swabs, and a thorough topical application of 
gentian violet is made to the entire vulva and 
vagina. The patient is given a prescription for 
Propion Gel and a syringe applicator and is ad- 
vised to insert one-plunger full twice daily for two 
to three weeks as mentioned above. Before each 
treatment with the syringe applicator, a mild iodine 
douche is suggested. 

Advice about general measures and certain pre- 
cautions should be given to the patient on her 
first visit. She is told to refrain from drinking al- 
coholic beverages. Since all forms of tissue trauma 
are to be avoided, coitus is interdicted. Of course, 
scratching, too industrious external cleansing, or 
too much ambulation are also to be avoided. Every 


effort should be made to keep the tissues clean and 
dry. Cotton balls are suggested for this purpose. 
Cleansing and drying are especially imperative 
after urination. In severe cases the patient may 


need to be kept at rest in bed for a few days. 


Gonococcic Vaginitis in Children 


Etiology and pathogenesis. The causative organ- 
ism is, of course, the Gonococcus. This disease is 
readily acquired in girls before they are sexually 
mature. It spreads rapidly in a children’s ward, 
with an ease simulating chickenpox. This may be 
true in spite of all efforts to prevent cross-infection. 
The predisposition of the prepuberal child to this 
infection is explained by the lack of resistance of 
the vaginal mucous membrane and the relatively 
high pH which is thought to favor growth of the 
Gonococcus. 

Gonococcic vaginitis in children is acquired by 
direct contact with patients, either adults or other 
female children, harboring the Gonococcus. It may 
also be acquired through indirect contact by means 
of clothing, bathtubs, or toilets. When the disease 
is discovered in a child, a careful check must be 
made of the contacts. All young girls not infected 
must be isolated from infected adults or other in- 
fected children in the family. Temporary but com- 
plete ‘separation of the child should be attempted 
with as little psychologic trauma as possible. 

Gonorrhea in children tends to remain a vaginal 
infection. Involvement of Bartholin’s glands or 
Skene’s ducts is uncommon, and ascent of the in- 
fectious process to the upper genitalia and _peri- 
toneal cavity is rare, although it does occur. 

Symptoms and signs. The symptoms of gono- 
coccic vaginitis are a purulent leukorrhea and 
marked irritation of the vagina and vulva, to the 
point of excoriation. It is an acute inflammatory re- 
action but is difficult to differentiate symptomati- 
cally from nonspecific infection. Tissues adjacent 
to the vagina may be markedly inflamed and the 
labia may tend to stick together. 

Diagnosis. The diagnosis of gonococcic vaginitis 
in children is made with certainty in most cases 
only after cultures have successfully isolated the 
organisms. The culture is made from a swab in- 
serted deeply into the vagina. 

Smears of the vaginal secretions may in some 
cases establish the diagnosis, but because of the 
presence of other Gram-negative diplococci in these 
secretions, final diagnosis must often await the re- 
sults of cultures. 
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Treatment. There are three methods of therapy 
currently popular: penicillin, sulfathiazole or sul- 
fadiazine, and estrogens. We have accepted the 
following as a satisfactory course of treatment: 

1. Intramuscular penicillin is given in the dos- 
age of 100,000 units daily for three days. 

2. Stilbestrol is given orally, unless badly toler- 
ated, in dosage of 0.5 mg. daily until the smears 
and cultures have been negative for two weeks. 

3. No vaginal instillations or irrigations are em- 
ployed, and no vaginal packs are used. 

4. It is felt that the less therapy employed locally 
in the vagina the better. It is important to keep 
attention focused away from the genitalia and the 
problem in general. The situation is explained to 
the parents so that treatment can be guided and 
enforced, but they are advised to conduct such 
treatment with as little fuss and concern as possible. 

As a criterion for cure we have accepted the fol- 
lowing: The patient must be asymptomatic for a 
period of three weeks, during which time three 
negative cultures are obtained at weekly intervals. 


Nonspecific Vaginitis 


Etiology. The causative bacteria in nonspecific 
vaginitis are several. In a series of cases reported 
from our clinics, the organisms most frequently 
cultured were Streptococci, Staphylococci, E. coli, 
and diphtheroids. Other organisms may also be 
found. 

Pathogenesis. It is interesting that the organisms 
which are cultured from cases of vaginitis may 
often be found in the normal vagina. Why in some 
instances they are pathogenic is often obscure. 
There are, however, certain predisposing factors 
which in other cases must play a role in the de- 
velopment of vaginitis. Such factors are immaturity 
or senility of the vaginal mucous membrane; pes- 
saries, forgotten diaphragms, tampons, or other 
foreign bodies; vaginal surgery; and childbirth. 

Symptoms and signs. As in other types of vag- 
initis, the main symptoms are leukorrhea and pru- 


MYOCARDIAL 


INFARCTION 


Sratistics from necropsies show that in 7.7 per cent of the hearts studied, one finds an infarct 
which has caused death. Since only 1 in 3 persons dies quickly when he gets an infarct, about 
1 in 5 persons in the community must suffer at some time from the disease. 


ritus. The leukorrhea may vary considerably in 
amount and character. It is most frequently rather 
thin, and it does not possess the foul odor usually 
associated with Trichomonas infections and _ is 
usually less profuse and less irritating than the dis- 
charge produced by the parasitic infection. 

Diagnosis. The diagnosis of nonspecific vaginitis 
is usually established by exclusion of the specific 
types of vaginitis in the adult and by exclusion of 
gonococcic vaginitis in the child. 

Predisposing factors, such as recent obstetric de- 
livery, surgery, or foreign body in the vagina, are 
suggestive of nonspecific infection, but in such 
cases specific infections still must be ruled out. 
Vaginitis in the prepuberal girl in whom gonor- 
rhea can be ruled out is almost certain to be a non- 
specific infection. Senile vaginitis is usually non- 
specific in type but Trichomonas infections must 
be ruled out. Mycotic infections are rare. 

Discovery of any of the nonspecific group of 
bacteria by smear or culture does not exclude the 
possibility of co-existent Trichomonas or mycotic 
infection. 

Treatment. The treatment of nonspecific vag- 
initis consists of the daily use of mild acid douches 
vinegar, | ounce, or lactic acid, 1 dram, in a quart 
of water) together with vaginal insertion of the 
sulfa creams or penicillin suppositories. In this 
group of patients penicillin has proved very effective. 

Of course, any foreign body found in the va- 
gina must be removed. Vaginitis caused by the 
presence of such a foreign body often disappears 
rapidly following its removal. 

In prepuberal and senile patients, estrogenic 
therapy is an important adjunct. It is perhaps best 
given orally as diethylstilbestrol in daily dosage of 
0.5 to 1 mg. Penicillin may be given to the pre- 
puberal patient as in gonococcic infections. In 
persistent infections in these young patients, we 
have achieved some success with the intravaginal 
application of sulfa cream, using a 2 cc. syringe. 
The patient's mother can be taught to handle this 
treatment easily. 
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BY GEORGE M. 
Minot, North Dakota 


HART, M.D. 


Clubfoot may well be treated by the general practitioner using the method of wedging casts 


followed by application of a Denis Browne splint. Most patients in whom treatment is begun 


TALIPES EQUINOVARUS or Clubfoot is a common 
congenital anomaly, making up about three-fourths 
of all abnormal conditions of the foot present at 
birth. It occurs about once in each thousand de- 
liveries and is twice as prevalent in males as in 
females. 


Pathology 


There are four distinct elements in the deform- 
ity of a typical clubfoot (See Figure 1). Each must 
be corrected at the proper time if one is to obtain 
a functionally normal foot. 

The most obvious part of the deformity is the 
adduction of the forefoot. The anterior part of the 
foot is turned toward the midline giving the sole 
a convex outer and concave inner border. In the 
more pronounced cases, the sole is traversed by a 
deep crease. 

As the forefoot is deviated toward the midline, 
so is the hindfoot inverted at the heel. This angula- 
tion occurs not at the ankle joint, which is held 
firmly in the ankle mortice, but rather between 
the talus and the os calcis. 

The third part of the deformity is the ankle 
equinus which is produced by a tight heel cord 
and posterior capsule. The heel is drawn upward, 


during the early months of life obtain functionally normal feet with these measures. 


and the fore-portion of the foot is forced into 
plantar flexion. 

Not all cases of clubfoot manifest the fourth part 
of the deformity, known as tibial torsion. This 
usually is seen in those children with a more pro- 
nounced deformity but should always be looked 
for, as it occasionally occurs in clubfoot of rather 


Figure 1. Typical bilateral clubfoot. 
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moderate degree. Tibial torsion is produced by an 
inward rotation of the tibia and fibula. It is de- 
tected by holding the leg with the knee extended 
and the patella pointing straight upward. In the 
normal foot held in this position, the lateral malle- 
olus lies slightly behind the medial malleolus. 
When tibial torsion is present the two malleoli are 
on the same plane, or the lateral malleolus may ac- 
tually be anterior. 


Outline of Treatment 


It cannot be emphasized too strongly that treat- 
ment should begin early. This does not necessarily 


mean that the first cast must be placed on the 
child’s foot before he leaves the delivery room or 
even before he leaves the hospital a week or so 
later. However, treatment is most effective when 
it is begun during the first six months of life. 

A satisfactory practice is to evaluate the deform- 
ity a few days after the child is born. At the same 
time a search is made for evidence of congenital 
dislocation of the hip, which is occasionally asso- 
ciated with clubfoot. The whole situation is then 
discussed with the baby’s mother, and she is told 
to bring him to the office for his first cast when he 
is between 1 and 2 months old. This allows the 
mother to recover sufficiently from the delivery to 
be able to bring the child to the office at weekly 


intervals, and also permits the infant to get used 
to his new environment before a cast is placed 
on his leg. 

Treatment is then carried out in the office at 
weekly intervals, using wedging casts until the de- 
formity is fully corrected. This is usually accom- 
plished by the time the child is about 7 or 8 months 
old. A Denis Browne splint (See Figure 2) is then 
fastened to a pair of firm-soled baby shoes which 
are worn on the opposite feet. The splint is con- 
tinued until the child is about 1 year old and is 
ready to stand and walk. It is then necessary that 
clubfoot shoes be worn during the daytime and 
the splint at night. 


Figure 2. The Denis 
Browne splint consists of 
an ‘abduction bar and 
two foot plates. As the 
infant kicks with one 
foot, the other is manip- 
ulated by action of the 
splint. 


Correction of Adduction 


Application of the wedging casts is a simple pro- 
cedure when carried out properly. The physician 
stands on the side of the patient's deformity. With 
the knee flexed at.a right angle and held in one 
hand, the forefoot is grasped between the thumb 
and fingers of the opposite hand, with the thumb 
lying over the great and second toes. Without at- 
tempting to correct the equinus, the forefoot is 
drawn firmly into abduction. An assistant then 
covers the extremity with sheet wadding from the 
toes to the knee, and a light plaster cast is applied, 
using two or three rolls of two- or three-inch plas- 
ter, depending upon the size of the child’s foot. 
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The cast should extend from the ends of the toes 
to a point just below the knee. It is important to 
carry the plaster far enough down to support the _— Figure 3. Short leg cast as applied 
inner border of the great toe, since the cast later for correction of the forefoot varus. 
will be wedged in order to bring the forefoot still 
more into a position of abduction. As the turns of 
plaster are applied, the fingers and thumb are al- 
ternately lifted so that a smooth and snugly fitting 
cast results. The foot is held in the corrected posi- 
tion until the plaster hardens. If each time a new 
cast is applied the heel is gradually everted, it will 
be found to lie in a neutral position by the time 
the forefoot adduction is completely corrected. The 
mother is instructed to keep the baby off hard 
surfaces which might damage the cast. 

A week later a wedge is removed from the cast, 
and a single cut is made medially over the tarsus, 
so that the forefoot can be wedged into further ab- 
duction (See Figure 3). The base of the wedge 
should lie over the lateral border of the foot at the 
level of the cuboid. The apices of the wedge are 
located just lateral to the insertion of the anterior 
tibial tendon dorsally, and at a corresponding point 
on the sole. Bridges of plaster approximately one 
centimeter wide are left to serve as hinges between 
the apices of the wedge and the transverse cut on 
the medial side. 
ae Once the wedge has been removed, it is ex- 
tremely important to turn up the edges of the cast. 
By means of this simple maneuver, the sharp edge 
of the cast is prevented from digging into the foot 
as the wedge is closed, and pressure sores can be 
avoided almost entirely. With the forefoot held in 
abduction, partially closing the wedge, a roll of 
plaster is wrapped around the foot and ankle to 
hold the cast in the new position. This whole pro- 
cedure is repeated at weekly intervals until the 
forefoot overcorrects into abduction as well as, or 
i more than, a normal foot. Usually about two wedg- 
ings can be accomplished with each cast. 


pre Correction of Equinus Deformity 


- When the forefoot correction is believed to be 
se sufficient, an x-ray film is made by directing the 
zo roentgen rays through the dorsum of the foot, with 
the sole lying flat on the film casette. In a normal 
foot the shadows of the talus and os calcis are sep- 
arated from each other to form a “V,” with the os 
calcis in line with the lateral border of the foot Figure 4. When the equinus is to be cor- 
and the talus in line with the great toe. In a club- _reeted, the cast extends above the knee. 
foot in which the forefoot adduction is inade- 

quately corrected, the shadows of these two bones 
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Figure 5. The Denis Browne splint is used to maintain 
the position of the foot after all elements of the de- 
formity have been corrected by wedging casts. 


merge. No attempt to correct the equinus deform- 
ity should be made until there is evidence of a 
normal relationship in the x-ray film. 

Once this has been obtained, wedging to correct 
the equinus deformity can be started. This is ac- 
complished exactly as before, except that the cast 
is now carried above the knee, which is flexed at 
a right angle (See Figure 4). With the cast at this 
higher level, the heel is prevented from separating 
from the bottom of the cast when the foot is 
brought into dorsiflexion. Before the cast has hard- 
ened, pressure is made with the thumb over the 
plantar surface of the os calcis. This results in dor- 
siflexion at the ankle joint and not at the midtarsal 
region, thus preventing a “rocker-bottom” foot. 

The following week the cast is wedged as in 
correction of the forefoot deformity. However, the 
base of the wedge now lies over the dorsum of the 
foot and ankle, and the apices are slightly posterior 
and inferior to the malleoli. A hinge, in the form of 
a bridge of plaster, is left over the heel at the level 
of the insertion of the Achilles tendon into the os 
calcis. The edges of the cast are turned outward, 
and the foot is forced into dorsiflexion and held 
with a plaster bandage. 

After the equinus deformity is corrected sufh- 
ciently so that the foot can easily be brought up 
well past a right angle, a retaining cast is applied. 
This cast is similar to the previous one but need 
extend only to the knee. The foot is retained in 
the overcorrected position for approximately eight 
weeks. During this time the casts should be changed 


every three or four weeks to allow for growth of 
the extremity. 

When the retaining casts are removed at the 
end of two months, the parents are instructed to 
buy an ordinary child’s shoe which extends above 
the ankle and which has a firm leather sole. The 
left shoe is worn on the right foot, and vice versa 
when the child has a bilateral deformity. When 
the deformity is unilateral, two pairs of shoes must 
be purchased so that the proper shoe can be worn 
on the normal foot and the opposite shoe on the 
clubfoot. The curved outer border of the shoe 
worn on the deformed foot helps to hold the fore- 
foot in abduction. These shoes are fastened to the 
plates of a Denis Browne splint, and the splint is 
applied with the feet externally rotated approxi- 
mately 45 degrees (See Figure 5). As the infant 
kicks with one leg, the opposite foot is forced into 
a corrected position by the action of the splint. 

The parents are instructed to use the splint day 
and night until the child is about a year old. Dur- 
ing this time he is seen at monthly intervals for 
inspection of the feet, to be certain that the de- 
formity remains corrected. At the end of this time 
the use of clubfoot shoes is begun, and these are 
worn during the daytime so that the child may 
have an opportunity to learn to stand and walk. 
The Denis Browne splint is employed at night for 
an additional three or four months after special 
shoes have been prescribed. 

When the splint is abandoned altogether, the 
mother is instructed in stretching exercises to carry 
the forefoot into abduction and the hindfoot into 
dorsiflexion. These are carried out several times a 
day for 10 to 15 minutes at a time and should be 
continued until the child is several years of age or 
until the foot remains in satisfactory position. 

If at any time there is evidence that the deform- 
ity has recurred, the foot is again placed in a cast, 
and further wedging is carried out, followed by a 
period of retention. 


Prognosis 


Ninety per cent of patients with clubfoot treated 
by conservative measures like those outlined herein 
obtain completely corrected feet which function 
well. It is essential that treatment be started early 
for best results. Kite has found that 10 to 15 per 
cent of his patients relapse and require a second 
course of wedging. In addition to this group, ap- 
proximately 10 per cent of patients subsequently 
require some type of surgical operation. 
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There are a number of significant observations that can be made within a half-minute 


of encountering the comatose patient. His color and the presence or absence of sweating, salivary 


froth, vomitus, hemorrhage, urine, and feces are ascertainable almost at once. 


Impending asphyxia and active hemorrhage demand prompt treatment. 


Coma refers less to a specific abnormal state of the 
organism than to a relatively advanced degree of 
suppressed activity. We shall take the term to indi- 
cate a depression of responsiveness of such degree 
that the patient as a whole cannot be made to re- 
spond adaptively to tactile, thermal, proprioceptive, 
visual, auditory, olfactory, or verbal stimuli. This 
definition in no way precludes the exhibition of 
such manifestly adaptive responses as vomiting, 
evacuation of the bowel and bladder, pupillary con- 
striction, and similar segmentally-circumscribed re- 
flexes. If the patient in coma can be made to react 
at all to nocuous stimuli Cand often enough he can- 
not), his somatic motor responses are diffuse, inco- 
ordinate, inaccurate, and incompetent to serve the 
purpose of bodily defense. Concomitant disturb- 
ances in respiration, blood pressure, pulse rate, tem- 
perature, color, and general metabolic activity may 
be demonstrable. It should be noted, however, that 
they do not constitute essential components of the 
comatose condition. 

The physician confronted with a comatose pa- 
tient lacking a history of past or present illnesses, 
is obliged to start “cold” and gather such evidence 


as he is able toward the formulation of proper 
diagnosis, prognosis, and therapeutic procedures. 
This is a complex task calling for a broad fund of 
medical knowledge, the ability to distinguish 
clearly between fact and inference, a capacity for 
self-criticism, and a considerable measure of intel- 
lectual resourcefulness and sheer persistence. Econ- 
omy of time and effort in the prosecution of such 
a task can sometimes make the difference between 
successful treatment and failure. To this end, clin- 
ical advantages accrue from the use of an outline 
in which procedures are systematically arranged 
somewhat as follows: (1) preliminary examination; 
(2) institution, if indicated, of first-aid measures 
(including the treatment of shock); (3) transpor- 
tation; (4) differential diagnostic considerations; 
(5) institution of conservative measures; (6) re- 
examination at frequent intervals; (7) institution, 
if indicated, of surgical measures; (8) resumption 
of conservative measures and repeated re-examina- 
tions. These will be considered in order. 

A number of significant observations can be 
made within a half-minute of encountering the 
comatose patient. His color (pallor, cyanosis, rubor, 
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mottling) and the presence or absence of sweat- 
ing, salivary froth, vomitus, hemorrhage, urine, and 
feces are ascertainable almost at once. The “vital 
functions” as exhibited in the palpable tempera- 
ture of the skin; the rate, force, and character of 
the visible and palpable pulses; the rate, depth, 
and regularity of respiration; and the level of blood 
pressure can similarly be established. A gross esti- 
mate of the patient's capacity for response may 
then be made by raising the lids and allowing light 
to fall on the retina; by directing a puff of air 
against the exposed cornea; and by pinching the 
pectoral tendons on each side. The cursory exam- 
ination can be concluded by testing for nuchal 
rigidity; palpating the abdomen and costovertebral 
angles for evidence of tenderness, spasm, masses, 
herniae, and distention; and surveying the long 
bones and thoracic cage for fractures. 


Institution of First-Aid Measures 


Two circumstances demand prompt treatment: 
(1) impending asphyxia and (2) active hemor- 
rhage. Of these, the former is the more urgent. 
The airway must be opened adequately and kept 
open, and a proper exchange of oxygen and carbon 
dioxide must be guaranteed. 

IMPENDING ASPHYXIA. This is in most instances 
ascribable to obstruction, derangement of neural 
respiratory mechanisms, or both. We shall con- 
sider obstruction first. The comatose patient is 
often encountered in the supine position, a pos- 
ture which provides conditions extremely unfa- 
vorable to proper ventilation, as nasal and oral se- 
cretions, vomitus, blood, and a relaxed tongue can 
readily gravitate into the hypopharynx. Respiration 
then becomes noisy, deep, rapid, and effortful. In 
addition, the material may be aspirated into the 
trachea, bronchi, and finer radicles of the pulmo- 
nary tree, further interfering with ventilation and 
establishing pneumonitis and/or lung abscesses. 
The resulting hypoxia renders the patient's condi- 
tion still more precarious. 

The patient should be placed in the Schaefer 
resuscitation posture. A metal or plastic oropharyn- 
geal airway should be inserted over the tongue and 
nasal and oral secretions sucked from the hypo- 
pharynx and trachea by “fishing” through the 
nares and airway with a No. 16 French catheter. 

On occasion, it becomes necessary to resort to 
laryngoscopy, bronchoscopy, endotracheal catheter- 
ization via the nose or, more rarely, tracheotomy. 


When, despite the measures described above, par- 


tial obstruction persists, oxygen should be admin- 
istered. Artificial respiration may be needed for an 
extended period. 

If the impending asphyxic state is not due to 
obstruction but to embarrassment of the neuro- 
humoral respiratory mechanisms from the effects 
of poisonous gases, drugs, and other toxins, the 
viruses of poliomyelitis and encephalitis, intra- 
cranial trauma, etc., artificial respiration and oxy- 
gen therapy must be promptly instituted. 

ACTIVE HEMORRHAGE. The measure, adopted for 
controlling hemorrhage, necessarily varies with the 
site of bleeding and the vessel lacerated (artery 
or vein). The speediest measures include digital 
compression of the bleeding vessel or skin edges 
and the application of a tourniquet or hemostatic 
clamps. Direct ligation and closure by mattress 
sutures through the soft tissues are similarly valu- 
able. 

Once respiration and hemorrhage are controlled, 
the treatment of shock takes precedence over all 
other measures. Such treatment is sufficiently well 
known to require no elaboration here other than 
to observe that narcotics are not required in the 
presence of coma. They are, indeed, contraindi- 
cated, particularly when an intracranial cause of 
coma is under consideration. 


Transportation 


Once shock is controlled, the patient should be 
transported to a hospital or other convenient place 
where proper facilities for sustained observation, 
medical and nursing care, and surgical interven- 
tion Cif necessary) are available. Two practical 
points require consideration: first, in being trans- 
ferred between bed and stretcher, the patient 
should be moved smoothly and firmly in “log- 
fashion;” and second, excepting cases of cervical 
fracture or dislocation, the patient should be kept 
in the Schaefer position. 


Differential Diagnosis 


The agents capable of producing coma fall into 
a few broad categories, the first letters of which 
constitute a convenient mnemonic device, COMA- 
PIC (coma picture), where C stands for cerebral 
factors: O for opium and other drugs, chemicals, 
and metallic toxins; M for metabolic factors; A for 
anemic factors, P for psychogenic disturbances, 
I for infectious agents, and C for cardiovascular 
factors. 
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Cerebral factors include trauma, vascular “acci- 
dents” (thrombosis, hemorrhage, and embolism), 
tumors, infections, (acute and chronic; bacterial, 
viral, and parasitic), dysplasias, degenerative dis- 
eases, and postconvulsive stupor. 

Opium and its numerous derivatives represent 
the drug intoxications. Other commonly encoun- 
tered agents include alcohol, arsenic, barbiturates, 
bromides, carbon monoxide, cocaine, “fire damp” 
(marsh gas), heroin, lead, and phenol. 

Metabolic factors include alkalosis, Addison’s 
disease, cholemia, dehydration, diabetes mellitus, 
hypoglycemia, hypothyroidism, heat exhaustion 
(salt depletion), sunstroke, the toxemias of preg- 
nancy, and uremia. 

Anemic factors include manifest and occult 
hemorrhages, hyper-, hypo-, and aplastic anemias, 
and the leukemias. 

Psychogenic disturbances include malingering, 
psychoneuroses (major and minor hysteria), and 
psychoses (catatonia; acute depression). 

Infectious agents include botulism, the dysen- 
teries, influenza, malignant malaria, pneumonia, 
tetanus, typhoid fever, and the familiar exanthe- 
mata. 

Cardiovascular factors include the Adams- 
Stokes syndrome, cardiac arrest, coronary occlu- 
sion, hypersensitivity of the carotid sinus, hyper- 
tensive encephalopathy, and syncope of postural 
hypotension, “vasomotor instability,” ete. 


Cerebral Factors 


The presence of positive neurologic findings— 
especially inequality of the pupils, conjugate devia- 
tion of the eyes, asymmetry of induced (wincing) 
facial movements, spasticity or flaccidity of the 
limbs of one or both sides, disparity in the deep 
and superficial reflexes from right to left, ankle 
clonus and “upper motor neuron” signs—suggests 
at once that at least one prominent “cause” of the 
coma resides in the intracranial cavity. The absence 
of such signs does not exclude such an interpreta- 
tion, though it does render it less likely. 

Plain roentgenography of the skull (A-P, P-A, 
and right and left lateral stereographic views) 
should be carried out and the films examined for 
fracture lines, erosions, and/or overproduction of 
bone, dehiscence of sutures, “hammered silver” 
markings, shifting of the pineal and falx shadows 
from the midline, decalcification of the clinoid 
processes, and intracranial calcification. 
Diagnostic lumbar puncture may now be care- 
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fully performed on all patients except those with 
bloody spinal fluid discharges from the orifices. In 
the latter, there is a possibility of reversing the pres- 
sure-gradient and of further exposing the portal to 
infection. The clarity and color of the spinal fluid 
should be noted and its pressure determined with a 
water or mercury manometer. The Queckenstedt 
test is contraindicated: it is incapable of demonstrat- 
ing an intracranial lesion and carries with it the 
danger of precipitating hemorrhage. 

A total of 12 cc. of fluid should be withdrawn 
slowly in 4 cc. fractions and collected in three sep- 
arate test tubes. Such a quantity suffices for cell 
count, smear, bacterial cultures, total protein, sugar, 
chlorides, Wassermann or other serologic tests, and 
pellicle formation. 

The points outlined above will go far toward 
determining whether or not infection of the cen- 
tral nervous system is present and, if present, 
which infecting agent is responsible. 

Further differential diagnosis requires that a dis- 
tinction be drawn early between lesions which are 
surgically amenable and those which are not. The 
former include compound and depressed fractures 
of the vault of the skull, gross intracerebral and 
intracranial clots, aneurysms, tumors, cysts, granu- 
lomas, abscesses, subdural hygromas and hemohy- 
gromas, and foreign bodies. On clinical grounds 
alone, it is often difficult to distinguish these from 
vascular “accidents” and degenerative diseases—con- 
ditions which rarely can be helped by surgical 
measures. The diagnostic issues arising in this con- 
nection are usually resolvable by the use of ventri- 
culography and/or cerebral angiography. The exe- 
cution of these procedures and proper interpreta- 
tion of the roentgenograms require the skill of the 
specialist. 

Electroencephalography is of value mainly for 
localizing lesions and identifying certain “epileptic 
patterns” of brain waves. It is useful also in estab- 
lishing the presense of an “organic” cerebral disease 
as opposed to a “functional” disorder. It cannot, 
however, be employed to distinguish between “sur- 
gical” and “non-surgical” diseases. 

For the most part, postconvulsive comas are self- 
limiting. Usually the patient becomes responsive, 
even rational (as measured by clinical standards), 
within one-half to two hours of the convulsion 
which produced the comatose state. The historical 
information necessary to establish a diagnosis of a 
chronic recurrent convulsive disorder may then be 
forthcoming. In status epilepticus, however, a new 
seizure may supervene before the stupor following a 
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preceding attack has lifted. In either case, the clini- 
cian is obliged to ascertain, if possible, the factor 
or factors underlying the convulsions. “Idiopathic” 
C“cryptogenic,” “essential,” “primary,” “real,” “true” 
epilepsy does not constitute a diagnosis; it is a de- 
scriptive term only and calls for the beginning 
rather than the termination of an inquiry into its 
causes. 


Opium and Other Drugs 


The differential diagnosis of coma here poses 
serious difficulties, especially when no history is 
available and no casual evidence of the agent (medi- 
cine bottles, leaking gas, etc.) is at hand. Very few 
drug, chemical, and metallic intoxications produce 
a pathognomonic clinical picture and, lacking the 
special skills and equipment of the toxicologist, the 
physician is usually obliged to make presumptive 
diagnoses and resort to broadly empirical measures 
of treatment. 

The patient's color will sometimes suggest one or 
more toxic agents. In carbon monoxide poisoning, 
for example, the mucous membranes are character- 
istically cherry-red. In alcohol poisoning and _poi- 
soning by belladonna and other drugs capable of 
producing vasodilatation, the patient appears 
flushed. Agents which form metahemoglobin and 
sulfhemoglobin and those capable of producing 
respiratory depression and hypoxia characteristic- 
ally produce cyanosis. The number of such toxins 
is large and for this reason cyanosis possesses sug- 
gestive value only. Similar remarks hold for pallor. 

The odor of the breath sometimes gives a valu- 
able clue. The smell of alcohol on the breath or 
in the vomitus suggests alcoholic intoxication. An 
almond odor suggests cyanide or hydrocyanic acid 
poisoning. Benzol, camphor, carbon disulfide, 
chloral, carbolic acid, lysol, cresol, ether, gasoline, 
paraldehyde, and certain volatile oils give off char- 
acteristic odors. 

The state of the pupils may provide another 
clue to the agent responsible for coma. Midriasis 
suggests poisoning by belladonna or one of its 
derivatives and miosis, poisoning by the opium de- 
rivatives. Mid-dilatation is characteristic of -barbitu- 
rate poisoning. 

The respiratory rate is characteristically slowed 
when opium or its derivatives are responsible for 
coma. With most other toxic agents the respiratory 
rate is either unaltered or accelerated. Much de- 
pends, of course, upon the severity and duration of 
the intoxication. 


Shock of mild to severe degree is a common re- 
sult of major drug depression and intoxication in 
general. It is therefore of little use in differential 
diagnosis. 

The further resolution of diagnosis among the 
intoxicants calls for the toxicologic analysis of as- 
pirated or lavaged stomach contents and, when 
available, of vomitus. A catheterized urine speci- 
men and a sample of venous blood should likewise 
be submitted for spectrographic and chemical anal- 
ysis. Because of the frequent possibility of litiga- 
tion in cases suspected of alcoholic intoxication, 
the blood alcohol level should be determined as 
promptly as possible. 


Metabolic Factors 


Alkalosis may be distinguished from acidosis and 
azotemic states by ascertaining the carbon dioxide 
combining power of the blood. 

Alkalosis is usually the result of hyperemesis, 
hyperpnea, gastric dilatation secondary to pyloric 
obstruction, or excessive ingestion of alkalis Ce.g., 
NaHCO, ). 

When a diagnosis of uremia appears warranted, 
it is necessary to determine whether it is secondary 


‘to a block of the urinary tracts (e.g., kidney and 


ureteral stones, bladder tumor, prostatic hypertro- 
phy, urethral stricture) or to renal failure (e.g., 
toxins, infections, congenital malformations, and 
circulatory or other degenerative disease). Cath- 
eterization, urethral soundings, digital and rectal 
examination; cystocopy, “flat” x-ray films of the 
kidneys, ureters, and bladder, intravenous pye- 
lography, and urea clearance tests may be em- 
ployed to settle the diagnostic issues. 

Diabetic coma cannot safely be distinguished 
from that of hypoglycemia, whether of pancreatic, 
adrenal, hepatic, or diencephalic origin. Deter- 
mination of the blood sugar level provides the 
only reliable measure upon which to base rational 
therapy. 

Sunstroke leads rapidly to failure of the sweat- 
ing mechanism. Serious hyperthermias (106 to 
109° F.) and intense flushing of the skin are seen 
in such cases. Anhidrosis is a conspicuous feature 
of dehydration as well as of sunstroke, but in the 
former the bodily temperature is only moderately 
elevated Gif at all). The familiar signs of water 
depletion (dry, lax skin; soft, sunken eyeballs; 
parched tongue; and highly concentrated urine) 
should simplify differentiation between dehydra- 
tion and sunstroke. Hemoconcentration and hema- 
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tocrit determinations should confirm the diagnosis. 

In heat exhaustion, bodily water lost through 
free sweating has been adequately replaced by in- 
gesting sufficient quantities of water but the de- 
pletion of bodily NaCl has not been made up. 
The clinical picture is essentially that of shock. 

The toxemias of pregnancy which lead to de- 
lirium, convulsions, and coma usually appear during 
the last trimester. Ordinarily, the pregnant state 
will be affirmed by the physical examination. Al- 
buminuria, arterial hypertension, and the charac- 
teristic blood picture of uremia provide further 
presumptive evidence in favor of eclampsia and 
related toxemias. Strictly speaking, there are no 
pathognomonic findings in the clinical and labora- 
tory pictures of the toxemias of pregnancy. 

When severe enough to produce coma, cholemia 
will usually be suggested by the presence of jaun- 
dice. Appropriate inquiries should be directed to- 
ward hepatic cirrhosis, acute yellow atrophy, chol- 
ecystitis, cholangitis, pylephlebitis, abscesses, hy- 
datid disease and the various drug, chemical, and 
metallic poisons capable of damaging the liver. 
The direct and indirect Van den Bergh tests and 
the various liver function tests favored by the clini- 
cian should be performed. 

Hypothyroidism is suggested by the familiar clin- 
ical signs of myxedema and by hypercholesteremia. 
Diagnosis can be substantiated by early determina- 
tion of the basal metabolic rate. 

Addison's disease should be suspected from the 
characteristic bronze pigmentary changes along the 
skin folds and in the buccal, vulval and anal mu- 
cous membranes. The blood pressure is character- 
istically low; the pulse thready; and the tempera- 
ture subnormal. The pathologic basis of this dis- 
order should be sought in terms of tuberculosis, 
metastatic tumor, and hemorrhage of the adrenal 
glands. 


Anemia Factors 


The presence of anemia, regardless of its cause, 
will often be suggested by the patient's pallor, but 
the routine blood count, hemoglobin determina- 
tion and blood smear, repeated as necessity indi- 
cates, must be employed for accurate diagnosis. 
The cerebral cortex suffers earlier and more se- 
verely from anemia than any other bodily tissue. 

Occult hemorrhage (gastrointestinal, tubal ges- 
tational, pelvic hematocele and postpartum bleed- 
ing) should always be sought. The stool should 
be examined routinely for the presence of blood, 
and pelvic examination performed. Hemothorax, 
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intraperitoneal and retroperitoneal bleeding will be 
somewhat more difficult to detect, but should be 
suspected whenever advancing shock is apparent 
and the peripheral blood count steadily falls. Roent- 
gen-ray films of the chest and abdomen should be 


employed to aid clinical examination. 


Psychogenic Factors 


Inasmuch as diagnosis here must frequently be 
reached by elimination, the clinician should be ex- 
tremely cautious in drawing conclusions until all 
reasonable inquiries have been projected. There 
are no simple pathognomonic signs by which a 
major hysterical coma may be distinguished from 
that due to chronic encephalitis and certain other 
“organic” conditions. The absence of corneal and 
gag reflexes, so often asserted to be a manifesta- 
tion of hysteria, cannot be relied upon; these re- 
flexes are commonly absent in a large number of 
primary organic diseases, intrinsic or extrinsic to 
the central nervous system. The coma of minor 
hysteria is virtually synonymous with hysterical 
syncope and passes off within a relatively short 
period. Unless some bizarre behavior is exhibited 
from time to time during a coma, the clinician is 
usually unable to reach a definite conclusion as to 
whether the case before him is one of malingering, 
hysteria, catatonia, or severe depression. 


Infectious Factors 


The demonstration of fever and the other fa- 
miliar signs of toxicity together with the differ- 
ential white blood count, determination of sedi- 
mentation rate and blood smears will suggest in- 
fection. Rashes of the skin and mucous membranes 
often furnish further presumptive evidence. Chol- 
era, the various dysenteries and sometimes typhoid 
fever will be suggested by the presence of diar- 
rhea. Cultures of the blood, urine, and stool should 
routinely be carried out. Smears of all suspected 
tissues and bodily exudates should be appropriately 
examined; and finally, the various sero-immuno- 
logic tests should be employed as indicated. 


Cardiovascular Factors 


The Adams-Stokes syndrome supervenes with a 
change in heart rate from that paced by the sinus 
node or auricle to that paced by the ventricle. It 
is characterized by a marked bradycardia (25 to 40 
beats per minute). Usually, though not invariably, 
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a convulsive seizure followed by a period of coma 
signalizes the change of pace. Common etiologic 
factors include coronary sclerosis, myocardial de- 
generation, syphilis, neoplasms, and drug and bac- 
terial toxins. The ECG discloses a prolongation of 
the P-R interval well beyond the upper limit of 
normal (0.2 sec.). 

Cardiac arrest may be precipitated by trauma, 
anesthesia, air embolism, surgery or, broadly speak- 
ing, may occur incidental to the alarm syndrome. 
Ordinarily it leads promptly to death. If, however, 
cardiac activity is restored, the patient may sur- 
vive. Recovery may be complete or, depending 
upon the duration and intensity of oxygen depri- 
vation in the cerebral cortex, coma of transient or 
more enduring character may result. 

The coma of coronary occlusion is usually ac- 
companied by acute sweating, ashen pallor and/or 
cyanosis, mild to moderate fever, and leukocytosis. 
The signs of early congestive failure may or may 
not be present. An ECG tracing is the most reli- 
able means of localizing the site of myocardial in- 
farction and, by inference, of vascular occlusion. 

Hypertensive encephalopathy is protean in its 
manifestations, particular features being dependent 
upon the character, severity, and site(s) of cere- 
bral lesions. The facies are commonly _plethoric 
and severe arterial hypertension, enlargement of 
the heart, increased second aortic sound, increased 
venous tension, hypertensive retinopathy, and clear 
cerebrospinal fluid under increased pressure are 
demonstrable. 

The comas resulting from hypersensitive carotid 
sinus and the syncope of postural hypotension are 
usually short-lived. They can be reproduced clin- 
ically by employing the appropriate precipitating 
circumstances. 


Institution of Conservative Measures 


It is beyond the scope of this article to delineate 
all the specific and nonspecific therapeutic meas- 
ures that may require implementation in the pres- 
ence of coma. If and when a working diagnosis 
has been reached, appropriate therapy will usually 
suggest itself promptly to the well-trained clini- 
cian. The suggestions which follow are those 
which may be advantageously employed while di- 
agnosis is being pursued. 

The urgent matters of asphyxia, hemorrhage, 
shock, posture, and transportation have already 
been discussed. Conservative measures, permitting 
time for continued observation and investigation. 


should be instituted at this point. The pulse rate, 
blood pressure, respiratory rate, and rectal or axil- 
lary temperature should be recorded at intervals, 
the frequency of such observations depending 
upon the tendencies of the vital signs to change. 
A catheterized specimen of urine should be exam 
ined for albumin, sugar, and formed elements. 
Similarly, a complete blood count should be made 
and sufficient venous blood withdrawn to permit 
routine cultures and quantitative determinations 
of the urea nitrogen, creatinine, carbon dioxide 
combining power, and syphilitic serologic reaction. 
Other blood tests may be made as indications arise. 
Diagnostic lumbar puncture, unless contraindi- 
cated, may also be performed at this time. 

Frequently it becomes necessary to lavage the 
stomach and subject the return to systematic toxi- 
cologic examination. If alkaloidal poisons are dis- 
closed, 10 per cent potassium permanganate, hy- 
drogen peroxide, or similarly innocuous oxidizing 
agents may be employed with repeated saline 
washings. Acid poisonings should be combatted 
with lime water, dilute ammonium water, or so- 
dium bicarbonate; and alkaline poisonings, with 
vinegar or dilute hydrochloric acid. 

A stool specimen should be examined for blood 
and parasites and cultures should be started. 

When serious infection is suspected, the fa- 
miliar antibiotic and/or chemotherapeutic agents 
should be empirically employed. 

During this early phase of the patient’s care, 
roentgen ray examinations may be carried out as 
circumstances suggest. 

The patient should be turned in “log-fashion” 
from side to side every two hours as prophylaxis 
against hypostatic pulmonary congestion and decu- 
bitus ulcers. A rubber foam or air mattress is pref- 
erable to the standard hospital mattress. Reddened 
areas on the skin covering the “pressure points” 
(shoulders, hips, sacrum, knees, heels) herald the 
full-blown development of decubiti and call for 
prompt treatment, locally and systemically. The 
areas must be massaged frequently and protected 
vigilantly against further pressure by means of 
“doughnuts,” pneumatic rings, and proper posi- 
tioning. The reddened surfaces should be “tough- 
ened” by daily applications of tincture of benzoin. 
It is important to avoid wrinkled sheets. Careless 
changing of linen frequently produces “sheet 
burns” (surface abrasions) which rapidly develop 
into decubitus ulcers. Those responsible for nurs- 
ing care should be warned of the skin hazard to 
which the comatose patient is subject. 
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Hyperthermia 


Subnormal temperatures as low as 93 to 94° F. 
need occasion no alarm. In themselves they require 
no treatment. In sharp contrast, however, hyper- 
thermia in itself exerts a deleterious effect and re- 
quires prompt antithermic measures. A rise of rec- 
tal temperature above 102.5° should be re- 
garded as a signal for complete stripping of the 
patient, continuous sponging with a “half-and-half” 
mixture of tepid water and alcohol, and continu- 
ous evaporation by means of electric fanning of 
the body surface. If possible, the room should 
be cooled to 60° F. If these measures do not suf- 
fice to reduce the fever, colonic instillations with 2 
to 4 quarts of cold tap water followed in 5 minutes 
by siphonage should be employed. A necessary 
preliminary to this procedure is the simultaneous 
determination of rectal and axillary temperatures 
to permit establishment of an “axillary-equiva- 
lent” of the rectal level. The procedure should be 
continued until the rectal temperature falls below 
101.5° F. The foregoing measures should be re- 
instituted whenever the critical level of 102.5° F. 
is exceeded. On rare occasions it becomes neces- 
sary to resort to placing the patient in ice packs. 
Large doses (30 to 50 gr.) of aspirin often prove 
effective as a supplement to the physical measures 
just mentioned. 

The comatose patient should not be carried for 
more than 24 to 48 hours on parenterally adminis- 
tered fluids. If, at the end of this period, he is un- 
able to take nourishment by mouth, a Levin tube 
should be passed via the nose and hourly feedings 
instituted as follows: 

First hour: 120 cc. of 5 per cent glucose water 

Second hour: 120 cc. of sweetened fruit juices 

Third hour: 120 ce. of eggnog. 

The sequence is repeated at the fourth, fifth, 
and sixth hours, etc., throughout the entire 24 
hours. Two grams of free NaCl should be added 
to the daily diet. The general superiority of the 
method of administering nutritive and medicinal 
agents by Levin tube over parenteral methods is 
obvious. 

Mouth hygiene constitutes an important aspect 
of the care of the comatose patient. Owing to the 
fact that the mouth is kept open for hours on end, 
the buccal membranes tend to dry and thus favor 
the development of parotitis. The mouth should 
be swabbed every two hours with a mixture of 
equal parts of lemon juice and glycerine water. A 
moistened gauze compress laid over the nose and 
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mouth may also be used very advantageously. 

The comatose patient is usually incontinent of 
urine and feces. It is essential, if the development 
of decubiti is to be averted, that he be cleaned 
and dried promptly whenever soiling occurs. Uri- 
nary retention and incontinence can be managed 
conveniently by the use of an indwelling catheter 
connected to a tidal or intermittent type of drain- 
age apparatus. A useful urinary antiseptic is Zeph- 
iran Chloride, 1:10,000. The bowels may be con- 
trolled by enemas as often as necessary. Digital 
examinations directed at the discovery of fecal im- 
pactions should be carried out every two or three 
days. If gastric dilatation develops, the Wangen- 
steen apparatus should be employed. Abdominal 
distention can often be controlled by inserting a 
rectal tube and injecting surgical pituitrin, prostigi- 
mine, or mecholyl intramuscularly. 

To the above general measures, the physician 
must add such symptomatic and specific measures 
as seem indicated. 

No elaboration on re-examination at frequent 
intervals is required other than to re-emphasize 
the importance of keeping a careful, written rec- 
ord of all significant findings disclosed at each 
successive examination. 


Institution of Surgical Measures 


From the mere fact that he is in coma, the pa- 
tient must be viewed as a poor surgical risk. For 
this reason, the general principle of deferring sur- 
gical intervention as long as _possible—preferably 
until a supportable diagnosis has been reached— 
is a sound doctrine. Unfortunately, owing to pro- 
gressive deterioration of the patient's condition, the 
surgeon’s hand is often forced and the risks of 
surgery must be taken. In such cases, exploratory 
operations should be planned in terms of the best 
available diagnostic indications and carried out as 
expeditiously as possible under local or light gen- 
eral anesthesia. Plans should be made for continu- 
ous intravenous infusion of glucose and/or saline 
throughout the procedure. Ample quantities of 
compatible blood should be available for instant 
use. 


Resumption of Conservative Measures 


When the patient returns to his bed following 
operation, it is necessary to resume the conservative 
measures employed prior to operation or to modify 
them as suggested by the operative findings or 
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other alterations in the patient’s condition. The 
necessity of unfailing vigilance, attention to de- 
tails, and the maintenance of accurate clinical rec- 
ords emphasized above continues. The obvious but 
often-neglected fact must not be lost sight of that, 
in greater or smaller ways, the patient is continu- 


What Others Are Saying. . . 


Che Medical Schools and General Practice 


Tue Report oF the Council on Medical Educa- 
tion and Hospitals indicates that interest on the 
part of medical schools in preparing students and 
recent graduates for the general practice of medi- 
cine continues. Last year’s Educational Number 
reported that 42 schools had established pro- 
grams designed to stimulate the interest of stu- 
dents in careers in general practice. This year 
there is a further report that 25 medical schools 
are sponsoring in their affiliated hospitals in- 
ternships or residencies, or both, that are specifi- 
cally planned to meet the needs of prospective 
general practitioners. A number of additional 
schools report that they have similar programs 
under consideration. An important trend in 
medical education is the increasing number of 
schools that are including preceptorships with 
general practitioners as part of the medical school 
curriculum. Thirteen schools now offer precep- 
torships, nine having established them within 
the last two years. The principal purpose of 
this assignment is to expose the student in his 
formative years to the challenge of general prac- 
tice and to the influence of a physician whose 
career is dedicated primarily to service in the 
practice of medicine. The preceptorships, which 
are frequently conducted in co-operation with 
the state medical society, are scheduled in most 
instances to supplement rather than replace exist- 
ing assignments in the curriculum. 

It may be predicted that the current experi- 
ence with the preceptorial system will be sub- 
jected to a critical analysis on the part of medi- 
cal educators generally. The essential task for 
the schools and medical societies that offer pre- 
ceptorships will be to demonstrate that in a de- 
centralized program of this type adequate edu- 
cational standards can be maintained. If this 
aim is to be achieved, it would seem important 
that the assignment of students to a practitioner 


ally changing: he is never twice “the same” and, 
since dynamic change is the invariable characteris- 
tic of the object of his study, the skillful clinician 
will not allow himself to be tempted to adopt 
static, rigid interpretations. Indeed, this fact should 
always be kept in mind. 


be clearly dependent on the practitioner's will- 
ingness to devote sufficient time and interest to 
the program. The fact should be faced squarely 
that, in a properly-conducted preceptorship, the 
preceptor must make sacrifices for which he is 
not recompensed. Students must be assured of 
adequate supervised experience with patients but 
should not be asked to assume responsibilities for 
patients for which they are not qualified. Their 
exploitation in the performance of excessive 
amounts of laboratory work or unrewarding 
clerical activities should be prohibited. The re- 
lationship between the preceptors and the medi- 
cal school should be such that desirable adjust- 
ments in the program can be made readily with- 
out the creation of ill feeling. If the practitioners 
of a state and the faculty of a medical school 
will sincerely devote themselves to the develop- 
ment of an educational program based on these 
principles, the rediscovery of the preceptorship 
may came to be judged one of the significant 
innovations in modern medical education. 

Polls taken in 19 medical schools during the 
past year reveal that the percentage of students 
planning to enter general practice has increased 
from 36 to 47 in the last three years. The per- 
centage planning to specialize has decreased 
from 36 to 31. The other students polled in 
both periods had still to make a decision. How 
much of this trend can be credited to the vari- 
ous programs instituted by the medical schools 
in recent years and how much is due to other 
causes is not known. It was pointed out in these 
columns several years ago that many forces in- 
fluence medical students in the choice of a 
career and that the responsibility for the future 
of general practice falls on the public, the hos- 
pitals and the entire medical profession as much 
as it does on the medical schools.—J.A.M.A., 
September 9, 1950. 
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BY MELVIN A. CASBERG, 
Dean, St. Louis University School of Medicine 


M. D. 


Acute Abdominal Emergenctes 


The acute abdomen is of common interest to all physicians, whether specialists or general practitioners. 


Although laboratory tests are helpful in the differential diagnosis and management of acute abdominal 


Acute abdominal symptomatology supplies a com- 
mon field of clinical evaluation significant to all 
who practice medicine—the dermatologist solving 
the problem of herpes zoster causing pain in an 
abdominal quadrant, the internist interpreting the 
epigastric discomfort related to coronary disease, 
the pediatrician correlating lower lobar pneumonia 
with referred abdominal pain, and the neurologist 
confronted by the differential diagnosis of the gas- 
tric crisis of tabes dorsalis. 

Laboratories, with their ever-increasing facilities 
and methods, play an important part in solving the 
diagnostic problems of the acute abdomen. The de- 
velopment of a practical quantitative test for blood 
diastase, for example, has facilitated the diagnosis 
of acute pancreatitis. In the same way, the use 
of x-ray studies is of tremendous value for the dis- 
covery of air under the diaphragm indicative of 
perforation of a viscus or for reaching a decision as 
to whether or not there is intestinal obstruction. 
Nevertheless, the physician must remember that 
a thorough history and physical examination form 
the foundation of accurate diagnostic investiga- 
tion and that laboratory procedures for the most 
part are ancillary to direct patient evaluation. 

For a patient with acute abdominal emergency, 


emergencies, careful bedside examinations and good clinical judgment are paramount. 


the white cell count and shift are certainly of sig- 
nificance, but of far greater importance to a cor- 
rect diagnosis is the accurate localization of tender- 
ness. The physician learns more from the history 
of missed menses in a young woman in a state of 
shock which began with the sudden onset of se- 
vere lower abdominal pain than from the red cell 
count or hematocrit reading, although these latter 
factors obviously contribute to the complete inter- 
pretation of the case. It would indeed be unfortun- 
ate if the clinician were to neglect the fine art of 
inspection, palpation, and percussion and depend 
inordinately on test tube reactions, microscopic ex- 
aminations, and x-ray findings. 

These statements should not be misconstrued as 
in any sense derogatory to the diagnostic facilities 
of the laboratory. Rather they are intended as a 
criticism of those who lose all sense of relative di- 
agnostic values and utilize the “shotgun” labora- 
tory test approach, disregarding the finer points of 
physical examination and mature clinical judg- 
ment. 

In order to avoid submerging more important 
basic considerations in a multiplicity of details pre- 
sented in an effort to discuss every diagnostic facet, 
the scope of this paper will be limited to an evalua- 
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tion of the more common acute abdominal con- 
ditions. 


Acute Appendicitis 


The comment, “familiarity breeds contempt,” is 
unfortunately appropriate with reference to appen- 
dicitis. In view of the fact that more than half of 
acute abdominal emergencies fall within this cate- 
gory, and inasmuch as there are some 20,000 fa- 
talities from appendicitis annually in the United 
States, it is quite obvious that there is no room for 
complacency. 

There is little disagreement on the correct ther- 
apy of an inflamed appendix prior to rupture, and 
the mortality rate under this optimum condition is 
less than | per cent. The weak partner, however, 
in the team of diagnosis and therapy is the former, 
for delinquency in arriving at a correct diagnosis 
results not only in the performance of thousands 
of unnecessary appendectomies, but also, of far 
greater significance, contributes to higher morbid- 
ity and mortality rates when the appendix is per- 
mitted to perforate or when a normal appendix is 
removed in the face of unrecognized acute infec- 
tion elsewhere in the abdomen. 

Keyes recently brought attention to the prelocal- 
ization phase of appendicitis and emphasized the 
importance of the diagnostic triad of persistent 
midline pain, anorexia, and urge to defecate. In 
view of the fact that localization of the pain to the 
right lower abdominal quadrant may not have de- 
veloped when the physician first sees the patient, 
and inasmuch as this does not occur by the end of 
the second day in 20 percent of cases, this diagnos- 
tic triad has considerable significance. 

Once definite localization has developed, the 
majority of cases of acute appendicitis can be diag- 
nosed by the patient's description of anorexia and 
diffuse or midline abdominal pain, which in a mat- 
ter of eight to forty-eight hours settles in the right 
lower quadrant. This history, coupled with the 
physical finding of point tenderness, and leukocy- 
tosis with a differential shift to the younger white 
cell forms should establish the diagnosis. 

Nausea and vomiting are the second and third 
stages in the development of symptoms. The first 
stage is anorexia which is the most common of the 
three. The patient with persistent vomiting is to be 
diagnosed as suffering’ from acute appendicitis only 
after very careful reconsideration of the entire his- 
tory and physical examination. Similarly, in the 
absence of anorexia, a diagnosis of acute appendi- 
citis is to be questioned. 


A significant elevation of temperature is uncom- 
mon in early appendicitis, and when observed 
later, usually signifies a spread of inflammation 
beyond the confines of the appendix. A normal 
temperature by no means excludes appendiceal in- 
flammation. Fever of 102° or over as an early 
finding in an acute abdominal emergency usually 
militates against the thought that the appendix is 
the source of trouble, and under such circum- 
stances a careful survey of the genitourinary and 
hepatobiliary systems is indicated. 

Palpation for localization of point tenderness 
should cover not only the anterior and lateral por- 
tions of the abdominal wall, but also the lumbar 
areas overlying the kidneys. When the diagnosis 
of lower abdominal discomfort is doubtful, a care- 
ful pelvic examination, vaginal, rectal, or com- 
bined rectovaginal, should help materially; and 
needless to say, this type of examination should 
be used routinely in the diagnosis of acute ab- 
dominal emergencies. Even in infants a digital 
rectal exploration of the pelvis is not only well 
tolerated but can contribute significantly to a more 
complete evaluation of the presenting condition. 


Acute Cholecystitis 


The classic history of qualitative indigestion 
giving rise to a sense of epigastric fullness and 
belching, with right upper abdominal discomfort 
and episodes of severe, sharp right subcostal pain 
radiating posteriorly to the subscapular area, may 
be found described in detail in chapters dealing 
with acute cholecystitis. Unfortunately the diag- 
nosis is not always so clear and certain as one 
might wish, and consideration must be given to 
conditions such as coronary occlusion, viral hepati- 
tis, and acute pancreatitis. Major surgery per- 
formed as a result of mistaken diagnosis, in the 
face of cardiac or hepatic pathology, may yield 
tragic results. 

Coronary occlusion with substernal and epigas- 
tric or right subcostal pain may present a most 
difficult diagnostic problem, made even more con- 
fusing in the presence of liver tenderness and 
slight jaundice due to cardiac failure. Although 
the patient with coronary insufficiency may com- 
plain of abdominal pain, there is rarely evidence 
of muscle defense. Furthermore, he has a tendency 
to restlessness and may show evidence of circula- 
tory impairment with dyspnea, orthopnea, cyanosis, 
and rales in the pulmonary bases. On listening to 
the abdomen, normal peristaltic sounds are heard. 
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Although the electrocardiogram is an accurate di- 
agnostic procedure, very early in the crisis it may 
be normal in spite of cardiac injury. 

Viral hepatitis appears to have become more and 
more prevalent in recent years, even reaching epi- 
demic proportions in certain areas. This condi- 
tion may present a very troublesome diagnostic 
problem, which can be solved in some cases only 
after needle biopsy of the liver. The anorexia, 
right upper abdominal discomfort, jaundice, and 
liver tenderness of viral hepatitis may at times 
tax the diagnostic acumen of the best clinicians. 
These patients tolerate major surgery very poorly; 
hence the importance of accuracy in diagnosis. 

Severe, recurrent, right upper abdominal pain 
in a woman of middle age should be considered to 
be due to acute cholecystitis or cholelithiasis until 
proven otherwise. The pain usually radiates to the 
right subscapular area but may also, as in some 
cases of acute pancreatitis, penetrate straight to the 
middle of the back. Referral of the pain to the 
shoulder may denote biliary peritonitis, due to 
rupture of the gallbladder and chemical irritation 
of the under surface of the diaphragm. 

In acute cholecystitis, point tenderness in the 
right subcostal area overlying the gallbladder is 
typical, and sometimes the tender, distended gall- 
bladder itself or a mass due to omental migration 
may be palpated. The patient usually appears 
more acutely ill than is the case in appendicitis 
and presents an early elevation of temperature and 
a definite increase in pulse and respiratory rates. 

In cases in which the gallbladder lies lower 
in the abdomen, one may face a problem in the 
differential diagnosis between high, retrocecal ap- 
pendicitis and acute cholecystitis. In this situation 
skin tests for hyperesthesia will often reveal in- 


Figure 1. A large solitary calculus within the gall- 
bladder is shown just to the right of the inter- 
space between the first and second lumbar ver- 
tebrae. Single calculi of this size are not so dan- 
gerous to the biliary tree as are the numerous 
small, faceted ones which tend to seed into the 
common duct with more serious consequences. 
Because of obstruction of the ampulla of the gall- 
bladder and the cystic duct, this patient had 
typical attacks of acute cholecystitis which were 
relieved by cholecystect 
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creased sensitivity in the upper abdomen when the 
gallbladder is inflamed and in the lower when the 
appendix is involved. 

Cholecystography during the more or less quies- 
cent period following acute inflammation usually 
provides significant information relative to the ex- 
istence of cholelithiasis. One cannot expect much 
information from this dye-concentration test in 
the presence of hydrops of the gallbladder, com- 
plete cystic duct or common duct obstruction, or 
severe liver damage. A flat x-ray film of the ab- 
domen should always be obtained when the gall- 
bladder is under suspicion, for, not only may 
stones be demonstrated in a fair percentage of 
cases, but also information as to the level of the 
lower hepatic margin may be helpful (See Fig: 
ure 1). 

Morphine in moderate dosage, by its stimulation 
of smooth muscle tonus, may actually increase the 
pain of biliary colic or even compound the situa- 
tion by converting a partial obstruction of the cystic 
or common bile ducts into a complete closure. The 
immediate therapy should be aimed at relaxing the 
biliary tree by the use of nitrites, either amyl nitrite 
inhalation or a tablet (0.6 mg.) of nitroglycerin un- 
der the tongue. This must be supplemented by se- 
dation with barbiturates and/or Demerol (100 
mg.). Larger doses of morphine should be used 
only in the event of failure of this regimen. 

The immediate relaxing effect of the nitrites on 
the common bile duct was demonstrated in a 
most convincing manner during an operation by 
the author for removal of a stone impacted in the 
ampulla of Vater. The common duct had been 
opened, and several olive-tipped probes had been 
passed toward the duodenum in an effort to 
dislodge the calculus. After several unsuccessful 
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attempts, the anesthetist was asked to break an 
amyl nitrite bead for inhalation by the patient, 
and a few seconds later the stone was easily 
pushed into the duodenum. 

Emergency cholecystectomy in the presence of 
acute inflammation of the gallbladder is a moot 
question in the minds of surgical authorities. It 
over-all morbidity and mortality statistics are con- 
sidered, it would appear that early surgery offers 
the best prognosis. The surgeon often must face 
severe complications in the biliary tree when the 
patient, who has had numerous previous attacks 
of cholecystitis, cannot be allowed to wait for the 
performance of an operation under more favorable 
circumstances. Certainly stones in the gallbladder 
cannot be looked upon with any degree of com- 
placency, and unless there are very extenuating 
circumstances, cholelithiasis must always be cor- 
rected by surgery. 


Acute Pancreatitis 


In 1933 Elman presented evidence to show that 
there are two distinct types of pancreatitis: acute 
pancreatic necrosis (hemorrhagic pancreatitis). 
which is fulminating and often fatal; and acute 
interstitial (edematous) pancreatitis, which is 
likely to subside spontaneously. 

In considering the etiology of the two forms of 
acute pancreatitis, one observes that the mechan- 
ism touching off the episode is probably some- 
what different in the two types, though blocking 
of the duct system appears to be the fundamental 
genesis of both. The blocking is temporary and re- 
current in acute pancreatic edema, whereas in pan- 
creatic necrosis there is a more permanent obstruc- 
tion resulting in a more violent picture. 

In 15 per cent of normal persons there is a 
common opening of the biliary and pancreatic 
ducts, which, with the closure of the duodenal 
orifice of the ampulla of Vater, permits free com- 
munication between these two systems. In cases 
of transient pancreatitis there would seem to be a 
temporary spasm of the sphincter of Oddi, and in 
the necrotic disease a more permanent mechanical 
obstruction secondary to an impacted biliary cal- 
culus. Either type of obstruction may result in a 
retrojection of bile into the pancreatic duct. sys- 
tem, with the activation of the trypsinogen to 
trypsin giving rise to autodigestion of the pancreas. 
The understanding of this mechanism is impor- 
tant in the development of a rational therapeutic 
regimen. 


In 1939 the author reviewed the clinical find- 
ings of pancreatitis in a series of cases at the St. 
Louis City Hospital in an effort to discover a 
means for distinguishing between the severe and 
mild forms early in the disease. It was concluded 
that the early differentiation lay primarily in a 
comparison of the severity of the symptoms. 

The outstanding and constant symptom of 
acute pancreatitis is a severe and, in many Cases, 
almost catastrophic abdominal pain. In the ful- 
minating form the patient is usually in a state of 
shock, cyanotic, cold, and clammy. The location 
of pain is not constant, and this has been the 
source of confusion. Although the patient usually 
points to the epigastrium as the site of disturbance, 
attention may also be directed to the right or left 
upper quadrant or to the entire abdomen. Radia- 
tion of pain is not uncommon, and it is often 
described as passing straight through from the 
epigastrium to the interscapular region and along 
both subcostal margins. The patient usually finds 
the sitting or prone position to be more comfort- 
able than the supine. Nausea and repeated vomit- 
ing are the rule. 

There is tenderness in the epigastrium and left 
hypochondrium, and occasionally one finds an area 
of skin hyperesthesia along the left subcostal 
margin. When there is chemical peritonitis with 
fat necrosis, one observes abdominal muscular 
rigidity, a quiet abdomen, and evidence of shock 
and collapse. Many patients will show scleral 
jaundice’ of varying degree. This is explained by 
compression of the common bile duct secondary to 
pancreatic edema. There is usually an early, mod- 
erate leukocytosis, the count rising to 15,000 or 
20,000 on the second or third day. The urine may 
contain sugar. Although hypocalcemia is common, 
tetany is only occasionally observed. 

The diagnosis of acute pancreatitis depends 
upon discovery of an elevated blood amylase (dia- 
stase.) value, as measured by the amount of sugar 
produced during a given period of time when a 
starch suspension is broken down by the diastase 
present in a measured quantity of the patient's 
serum. This finding is due to pancreatic injury, 
and up to a certain point the level varies with the 
amount of injury. The time of amylase determina- 
tion is important, for after subsidence of the acute 
phase, values will be low; and, similarly, in the 
fulminating form after complete destruction of 
pancreatic parenchyma, values may decrease to ex- 
tremely low levels. One must keep in mind that 
an ulcer on the posterior surface of the stomach 
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may rupture into the lesser peritoneal sac and 
produce an elevation of the blood amylase as a 
result of direct irritation of the pancreatic surface 
by gastric contents. 

There is no necessity for emergency surgical 
intervention in cases of acute pancreatic edema. 
Therapy is symptomatic until the acute episode 
subsides, at which time one may advise surgical 
intervention for the treatment of a complication 
or in an effort to prevent recurrence. Because dis- 
ease of the biliary system often appears to be in 
the background, most surgical procedures consist 
of cholecystectomy and exploration of the common 
bile duct for determination of the patency of the 
duodenal outlet. 

Symptomatic therapy during the acute phase of 
acute pancreatic edema consists of the parenteral 
administration of adequate amounts of electrolytes 
and liquid plus carbohydrates and protein in suf- 
ficient quantities to protect the liver. Sedation is 
important for the comfort of the patient and may 
even prevent secondary attacks brought about by 
the tension of nervousness and apprehension. Amyl 
nitrite or nitroglycerin may relax ductal spasm and 
are valuable in the treatment of this condition. 
The use of morphine is questionable, since this 
drug may actually increase the intensity of the 
pain or precipitate further attacks. Some investi- 
gators have found that blocking of the sympathetic 
celiac ganglia has proven beneficial. 

About the therapy of acute pancreatic necrosis 
there is much controversy; however, here again 
the advisability of immediate emergency surgery 
is doubtful, and the better procedure is that of 
early supportive therapy directed at the shock, fol- 
lowed in a course of days by surgical exploration 
and drainage of the lesser omental bursa. This se- 
quence permits a localization of the necrotic proc- 
ess. 


Acute Intestinal Obstruction 


During the past fifteen years, the therapy of 
acute intestinal obstruction has been influenced 
greatly by the introduction of various methods of 
intestinal decompression, so that now there are 
numerous modifications of the original Wangen- 
steen and Miller-Abbott suction tubes. Although 
intestinal decompression is important in the ra- 
tional care of certain forms of intestinal obstruc- 
tion, there exists an inherent danger in the lack 
of clinical judgment on the part of those who uti- 
lize this method routinely, without due thought 
and investigation, and then sit by in an attitude 
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of dangerous complacency. Accurate diagnosis in 
cases of intestinal obstruction is as important as 
in any acute abdominal condition. 

Bowers has briefly outlined the five funda- 
mental questions to be asked when intestinal ob- 
struction is suspected: (1) Is obstruction present? 
(2) Is large or small bowel involved? (3) Is the 
obstruction partial or complete? (4) is the obstruc- 
tion acute or chronic? (5) Is strangulation pres- 
ent? The clinician faced with the problem of a 
potential obstruction would do well to evaluate 
the situation in a systematic manner, for if the 
answers to these questions can be obtained, the 
choice of therapy is not difficult. 

A careful history for previous attacks and a 
meticulous physical examination, with special at- 
tention to the usual and unusual hernial sites, 
will aid materially in making a diagnosis. 

A most important procedure in establishing the 
presence of obstruction is an x-ray film of the ab- 
domen. Evidence of gas in the small bowel of 
adults and large amounts of gas in the colon are 
pathognomonic of intestinal obstruction. Infants 
may show gas in the small intestine under normal 
conditions. P 

In evaluating the x-ray study, it is important 
that various portions of the distended intestinal 
tract be identified. The colon is recognized by its 
position and by the lobulated effect due to haustral 
segmentation. The jejunum, on the other hand, 
lies more centrally and, when filled with gas, re- 
veals a “herring bone” pattern due to the ladder- 
like, cross-striations formed by the normal mucosal 
folds (See Figure 2). The proximal jejunal loops 
show a closer striation, and as the small bowel 
is traced toward the ileum, the lumen not only 
becomes narrower, but the cross-striations disap- 
pear entirely. Thus a distended loop of ileum, like 
the colon, is quite smooth but lacks the haustral 
segmentation of large bowel. 

If it is determined that the small bowel alone 
is obstructed, the next step is to make certain that 
strangulation does not exist, for in the absence 
of this latter condition, one safely may use con- 
tinuous intestinal decompression. In case of doubt, 
it is safer to recommend exploratory laparotomy. 
Numerous findings provide rather conclusive evi- 
dence of strangulation: for example, constant, se- 
vere, gnawing pain in contrast to the intermittent 
cramp of simple obstruction; elevation of the tem- 
perature, pulse, and white count; discovery of a 
tender, irreducible hernial mass; bloody peritoneal 


tap. 


Figure 2. Semidiagrammatic interpretation of a flat 
plate of the abdomen with small bowel obstruction and 
dilated loops of jejunum depicting the “herring bone” 
pattern. 


Acute large bowel obstruction is much more 
serious than when small bowel is involved, for, in 
well over 50 per cent of patients, a competent ileo- 
cecal valve prevents regurgitation, and in such in- 
stances a closed loop obstruction is formed. Fur- 
thermore the wall of the colon, especially the 
cecum, is much thinner than that of the small 
bowel, and perforation becomes a real hazard, 
making surgical decompression an urgent neces- 
sity. 

When the x-ray film reveals both large and 
small bowel distention, one of two conditions ex- 
ists: either large bowel obstruction with incom- 
petence of the ileocecal valve or paralytic ileus. 
Auscultation of the abdomen and determination 
of the presence of cramping should aid in the 
differential diagnosis of these entities. However, 
a word of caution should be interjected at this 
point, inasmuch as, with extreme bowel disten- 
tion and a long siege of peristaltic contractions, the 
bowel musculature may become paralyzed to the 
extent that borborygmi and colic disappear. 

In differentiating between partial and complete 
obstruction, the examiner must always keep in 
mind that, in spite of the fact that there is reason- 
able assurance that obstruction is incomplete, this 
status will not necessarily persist, and frequent re- 
evaluation is essential. Continued passage of fla- 
tus or feces after the onset of symptoms does not 
eliminate the possibility of complete obstruction, 
for the bowel distal to the point of involvement 


will continue to evacuate its contents. Serial x-ray 
studies, with careful observation of changes in the 
amount of distention, are helpful in plotting the 
progress of the condition. Should more accurate 
x-ray investigation of a partial obstruction be 
deemed necessary, Lipiodol or similar thin radi- 
opaque solutions are much safer than barium, in- 
asmuch as the latter may convert an incomplete 
to a complete obstruction. 

To recapitulate, one of the most serious types of 
intestinal obstruction and one requiring immediate 
surgical decompression is complete obstruction of 
the colon with a competent ileocecal valve—the 
clesed -loop type (See Figure 3). Evidence of 
strangulation obviously demands emergency opera- 
tive interference. In cases of obstruction of the 
small bowel and in cases of obstruction of the large 
bowel with the ileocecal valve incompetent, where 
strangulation has been ruled out, intestinal de- 
compression by the Miller-Abbott type of tube 
should be tried. Constant re-evaluation of the sit- 
uation must be made; the physician who passes an 
intestinal tube and then complacently forgets his 
patient is guilty of extreme negligence. If the 
symptoms subside with this regimen, as they will 
in many cases, further investigation of the basic 
cause of obstruction is indicated. 


Perforated Peptic Ulcer 


One of the most dramatic of acute abdominal 
emergencies is a ruptured peptic ulcer. The pa- 
tient, who is almost always a man, can usually 
cite the exact moment of onset and describe the 
sudden, knife-like pain which struck him in the 
epigastrium like a bolt from the blue. The pain 
rapidly spreads to other portions of the abdomen 
and may radiate to the back or into the shoulder, 
depending upon the direction of migration of the 
intestinal contents. The patient lies quietly on the 
bed, knees drawn up, with a marked pallor, cold 
skin, shallow respirations, and a fixed, flat abdo- 
men. 

Usually at some time within eight hours of the 
onset, there appears to be an alleviation of symp- 
toms, with reduction of pain, improvement in 
color, and a stronger pulse. Vomiting may occur 
during this stage, and the emesis may show evi- 
dence of blood, rarely in large quantities. Many 
a house staff member, not expecting this apparent 
improvement, has been embarrassed, when dem- 
onstrating such a case to his attending surgeon, to 
find that certain findings which were obvious at 
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the original examination have entirely disappeared. 

Approximately twelve hours after the onset, 
with the advent of peritonitis, the patient again 
takes a turn for the worse, and by twenty-four 
hours the typical picture of generalized peritonitis 
is observed. The optimum time for both diagnosis 
and surgical therapy falls within the first four to 
six hours of the emergency. 

The ulcer history is extremely significant in ar- 
riving at a diagnosis, though ulcers may perforate 
acutely without previous warning of duodenal or 
gastric pathology. Frequently in the presence of 
the immediate catastrophe, patients tend to mini- 
mize or even forget past abnormalities of digestion. 
Inspection of the abdomen reveals minimal respi- 
ratory excursions, and palpation locates epigastric or 
right abdominal tenderness through musculature 
which aptly has been described as “board-like.” 
Percussion over the normally dull area of the liver 
may demonstrate a tympanitic note if a sufficient 
amount of gas has leaked and displaced the liver 
away from the diaphragm. Auscultation, in the face 
of acute perforation with soiling of the peritoneum, 
reveals an absolutely silent abdomen, the only ex- 
ception being in the case of pin-point perforation 
with rapid sealing off of the leakage and a localized 
peritonitis. 

Laboratory procedures throw very little light on 
the diagnosis, except for the demonstration of 
anemia when there has been chronic bleeding, and 
the occasional confusing element observed when 
intestinal contents bathe the pancreas, resulting in 
an elevated serum amylase level. A most significant 
contribution to the diagnosis of perforation may be 
made by an x-ray film which reveals air under the 


diaphragm, for this finding is almost pathogno- 
monic of a ruptured hollow viscus (See Figure 4). 

The great majority of perforated peptic ulcers 
are duodenal, and most of them are located on the 
anterior surface of the duodenum within three 
centimeters of the pyloric ring. Lest one accept 
without question the oft-repeated, dogmatic state- 
ment that a malignant ulcer never perforates, the 
author recalls operating on two successive perfora- 
tions of malignant gastric ulcers within one week. 
This experience emphasizes the necessity for rou- 
tine biopsies of all perforated gastric ulcers. These 
two cases stimulated a review of the admissions at 
the St. Louis City Hospital over the ten-year 
period, 1930 to 1939, inclusive. During this time 
247 patients with proven gastric carcinoma were 
admitted, and there were seven cases of acute per- 
foration in this group, an incidence of 2.4 per cent 
for this complication. 

The therapy of acute perforation of a peptic 
ulcer is surgical closure of the perforation. One 
should not attempt more extensive procedures than 
a simple closure, appreciating all the while that 
further surgery may be necessary in the future. In 
spite of the antibiotics and sulfonamides, patients 
with a peritoneal cavity soiled by duodenal con- 
tents do not very well tolerate extensive gastric 
resection. 

In certain patients with acute perforation and 
diffuse chemical peritonitis, the source of contami- 
nation may not always be apparent. A simple pro- 
cedure for solving such a problem is the routine ad- 
ministration of a small amount of methylene blue 
to the patient when he is first seen. The blue colo- 
ration not only designates the contamination as 


Figure 3. Volvulus of the sigmoid colon causing acute large bowel obstruction in a patient, age 12. Though the un- 
complicated obstruction may be relieved by a simple untwisting of the involved loop of bowel, it is wiser, in 
order to prevent recurrence, to resect this segment of the bowel. 
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Figure 4. In this case of acute perfora- 
tion of a duodenal ulcer, air under the 
right leaflet of the diaphragm is visualized 
clearly, showing an outline of the dome of 


being gastrointestinal in source, but also may aid 
in locating the site of perforation. 

Within the past few years there have been re- 
ports, mostly from England, of the nonoperative or 
decompressive treatment of perforated peptic ulcers. 
Truscott and Withycombe compared a series of 
cases treated by surgery with another series treated 
by suction and reported a mortality rate of 5.4 per 


the liver. 


cent in the former and 15 per cent in the latter. 
Only in exceptional cases, such as in extremely 
poor operative risks, should the patient be denied 
the advantages of early surgical closure of the 
perforation. 


A bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


ANGINA WITH NORMAL ECG 


For years physicians have wondered why some patients have typical angina pectoris with a prac- 
tically normal electrocardiogram. Occasionally this electrocardiogram can be altered by having the 
r patient exercise or breathe a mixture of gases deficient in oxygen. 

At a recent meeting of the Society for Clinical Investigation, J. Sayan and colleagues re- 
ported interesting studies which throw great light on this phenomenon. They were able to 
measure the amount of oxygen available in exposed muscle of dog’s hearts with the help of spe- 
cial electrodes. 

They found that an acute narrowing of a coronary artery produced electrocardiographic ef- 
fects similar to those which appear after actual occlusion of the artery. Evidently the somewhat 
ischemic muscle supplied by a narrowed artery behaves cardiographically much as does muscle 
in the so-called border zones in cases of actual thrombosis. 

These electrocardiographic changes could be largely cleared up by having the animal breathe 
pure oxygen. The electric technique then showed that more oxygen was reaching the affected 
muscle. 

These observations suggest strongly that a patient suffering from an acute myocardial infarc- 
tion should be made to breathe oxygen. That would seem to be a logical procedure. 
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BY ABRAHAM 5S. EFFRON, 
Bellevue Hospital (Cornell Division), New York 


Many efforts have been made in recent years to 
alleviate the symptoms of Parkinsonism. From time 
to time, individual investigators have reported 
favorable therapeutic results with a new drug or 
a new neurosurgical procedure, but too often the 
efficacy of these measures could not be confirmed 
by other workers. Similarly, attempts to relieve pa- 
tients by activity and psychotherapy have been un- 
successful. 

The solanaceous alkaloids, or mixtures of these 
alkaloids, have been the drugs most used in the 
treatment of Parkinson’s disease. Recently, the 
therapeutic effectiveness of the antihistaminic com- 
pounds has been investigated. McGavack, Elias, 
and Boyd were the first to report improvement 
with Benadryl in three of four cases of Parkinson- 
ism. Several other investigators have since con- 
firmed the therapeutic value of Benadryl in this 
disease. Thephorin, which is chemically unrelated 
to Benadryl, was also reported to be of some 
value. Of other antihistaminics tried, Phenergan 
and Pyribenzamine were found to have little effect 
in a small number of cases. Antihistamine 01780 
and Histadyl proved even less effective. The mech- 
anism responsible for the beneficial results with 
some of these antihistaminic drugs has not been 


elucidated. 


Symptomatic improvement can be obtained in a high percentage of cases of Parkinsonism by 
prescribing a combination of the synthetic antispasmodic, Artane, and the antihistaminic, Thephorin. 


The merits of some of the newer synthetic anti- 
spasmodic preparations, such as Artane and Pan- 
parnit, have also been studied. Both these prepara- 
tions are said to have an “atropine-like action” to 
which has been ascribed the beneficial results at- 
tained in some patients. In addition, Panparnit in- 
hibits the response of voluntary muscle to nerve 
stimulation. Several investigators reported a 70 
per cent incidence of improvement with Artane, 
but the results with Panparnit were not nearly so 
favorable. 

The usefulness of Tolserol, one of the newer 
muscle-relaxant drugs, has been studied, but re- 
ports concerning its effectiveness are contradictory. 
Another compound which exhibits muscle-relaxant 
qualities in experimental animals is Dimethylane. 
At the Parkinsonian Clinic of Bellevue Hospital, 
neither of these two compounds proved to be of 
significant therapeutic value. 

In view of the known differences in the etiology 
and pathology of Parkinsonism, one should not ex- 
pect any single medication or surgical procedure 
to be uniformly effective. It is, therefore, nec- 
essary to treat each patient individually, and to 
provide him empirically with the drug or combina- 
tion of drugs best fitted to his particular needs. 

In an earlier report, findings with several drugs 
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or drug combinations were presented. Other com- 
binations were tried, but were discontinued as it 
became apparent that the results were no better 
than those obtained with drugs previously studied. 
The administration of Artane and Thephorin had 
provided an excellent degree of improvement in a 
small group of cases. 

The present study was undertaken to evaluate 
the use of these two compounds in a larger series 
of cases, and to compare results with those ob- 
tained from the use of other agents in the same 
patients. 


Method 


The case material comprised 45 unselected pa- 
tients with Parkinson’s disease, the majority of 
whom were of the postencephalitic type. Most of 
these patients were in a well-advanced stage of 
the disease. As each patient presented himself, all 
medication was discontinued in order to establish 
a base line. Then, one of the following drugs, or 
combinations of drugs, was administered: Artane, 
Tagathen, Artane and Tagathen, Artane and Bel- 
labulgara, and Artane and Thephorin. (These 
drugs were supplied by their manufacturers.) After 
the effect of a given medicament had been ap- 
praised, and if results were favorable, the patient 
was given placebo medication, identical to the 
drug in size, color, and shape. Placebo medication 
was continued until the patient returned to the 
base line established for him previously. Then, an- 
other drug, or drug combination, was used, again 
followed by nonmedicated tablets, which were 
subsequently replaced by drug therapy, etc. The 
choice of the drug used initially depended upon 
the time when the patient entered into this pro- 
gram. 

Each compound, or combination of drugs, was 
administered for a period of one month, during 
which time the dose was gradually increased, pro- 
vided no serious side effects occurred. 

As pointed out by Effron and Denker, thera- 
peutic results in Parkinson’s disease cannot be ap- 
praised accurately by objective measurements. The 
response of patients is predicated on many factors, 
some of which are beyond the rigid control of the 
examiner. Nevertheless, an attempt was made to 
evaluate findings as objectively as possible. Each 
patient was carefully examined initially and once 
a week thereafter. Urinalysis and complete blood 
count were performed semimonthly. The degree 
of positive response was classified as slight, mod- 
erate, or marked improvement. Negative responses 


included no improvement, aggravation, and toxic 
manifestations. 


Results 


Artane. Initially, each patient received 1 mg. 
3 times a day after meals. This dose was gradually 
increased to a maximum of 5 mg. 4 times a day 
during the fourth week. Thirty-three patients de- 
rived some degree of benefit from Artane, an in- 
cidence of improvement of 73.3 per cent. (‘The 
chart on the following page indicates the degree of 
improvement obtained with this and with other 
drugs and combinations studied). 

Of these 33 subjects, 3 were classified as mark- 
edly, 10 as moderately, and 20 as slightly im- 
proved. Negative responses were recorded for 12 
patients, or 26.7 per cent. Of these, there was no 
improvement in 10 cases, and toxic manifestations 
required withdrawal of the drug in 2. These 2 
patients complained of being “stupid and groggy” 
with 2.5 mg. and 5 mg. four times a day, re- 
spectively. 

Tagathen. Initially each subject received a total 
daily dose of 75 mg. in three divided doses, and 
this was increased at weekly intervals to a maxi- 
mum of 100 mg. 4 times a day at the beginning of 
the fourth week. Two patients, or 4.5 per cent, 
obtained slight improvement. Negative responses 
were recorded for 43 patients. There was no im- 
provement in 42 cases, and gastrointestinal dis- 
turbance necessitated discontinuance of the drug 
in one patient. 

Artane and Bellabulgara. Combined tablets con- 
taining 2 mg. of Artane and 0.4 mg. of total alka- 
loids of belladona were used. Initially, 1 tablet was 
given in the morning and at night. The maximum 
dose of 2 tablets 4 times a day was prescribed dur- 
ing the fourth week. Thirty-seven patients (82.2 
per cent) were benefited, with 3 classified as mark- 
edly, 14 as moderately, and 20 as slightly improved. 
Negative responses were recorded in 8 cases (17.8 
per cent). Of these, there was no change in 4. 
Two patients complained of blurred vision. In 2 
other patients, the addition of Bellabulgara to Ar- 
tane caused difficulty in urination which subsided 
with the discontinuance of the drug. 

Artane and Tagathen. The total daily dose 
ranged from 3 to 20 mg. of Artane and from 75 
to 200 mg. of Tagathen. This was administered in 
three or four equal doses. Thirty-five patients (77.8 
per cent) were classified as positive responses, the 
degree of improvement being marked in 2, mod- 
erate in 11, and slight in 22. Negative responses 
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were found in 10 patients about 22.2 per cent). 

Artane and Thephorin. The initial dose was 1 
mg. of Artane and 25 mg. of Thephorin. These 
amounts were gradually increased to a maximum 
of 5 mg. of Artane and 50 mg. of Thephorin, 4 
times a day, at the beginning of the fourth week. 
The incidence of improvement was 95.5 per cent, 
with 9 patients deriving marked, 18 moderate, and 
16 slight improvement. Negative responses were 
recorded in 2 cases (4.5 per cent). 


The simultaneous administration of Artane and 
Thephorin provided improvement in 43 patients 
(95.5 per cent) and of these, approximately 20 per 
cent derived marked benefit. Thus, both the inci- 
dence and degree of improvement with this com- 
bination was greater than with any of the other 
compounds or combinations employed. A few pa- 
tients, who complained of side effects with Ar- 
tane, could tolerate the combination of Artane and 
Thephorin. As previously noted, rigidity was more 


PERCENT OF CASES IMPROVED 


Incidence and degree of improvement of 45 patients with Parkinsonian disease 
who received various antihistaminic and antispasmodic drugs and combinations. 


Comment 


It can be seen that Tagathen was practically in- 
effective in the 45 patients studied. Artane was of 
benefit in approximately 73 per cent of the cases. 
The addition of Tagathen did not increase the in- 
cidence of success obtained with Artane alone. 

The conjoint administration of Artane and Bella- 
bulgara resulted in a slightly higher incidence of 
improvement as compared with Artane alone, but 
it did not provide any increase in the number of 
cases markedly improved. The small additional 
benefit from Bellabulgara was offset by a higher 
incidence of side effects. . 
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rapidly and more effectively controlled than 
tremor. However, tremor improved considerably 
and even disappeared in some cases. Gait improved 
simultaneously with improvement of rigidity in 
the majority of patients. Where speech was im- 
paired, it became understandable. Excessive sali- 
vation and perspiration were diminished. In 4 cases 
the frequency and duration of oculogyric crises 
were reduced. In 2 other patients, large doses of 
Benzedrine, administered to combat drowsiness, 
could be discontinued after Artane and Thephorin 
had been instituted. 


An extensive bibliography accompanying this article is 
available upon request from the Editorial Office of GP. 
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Nuiritional requirements can 
largely be met by parenteral 
alimentation 


Expendable fluid should be 
given as glucose in water. 


Adult patients on parenteral 


fluids should receive at least . 


100 Gm. of glucose daily 


Rehydration requires electro- 
lyte repletion 


Dehydration accompanies 
electrolyte depletion 


Chloride depletion (vomiting, 
gastric aspiration) leads to 
potassium deficiency 


Potassium chloride is most 
effective in jcombating an 
alkalosis duegto chloride de- 
pletion 


Excessive salt retention wey 
to edema 


avoid overhydration of the 
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Practical Therapeutics 


MANAGEMENT OF PARENTERAL FLUID THERAPY 


BY SMITH FREEMAN, M.D. 


Northwestern University Medical School, Chicago 


ADMINISTRATION of parenteral fluids constitutes 
one of the most worth-while therapeutic methods 
of modern medicine, but may do harm as well as 
much good; there should be a specific purpose for 
any fluid given to a patient. The intelligent use of 
parenteral fluids requires an understanding of a 
few fundamental concepts concerning the normal 
composition and regulatory mechanisms of the 


body fluids. 


Body Fluids 


Distribution: The human body is approximately 
70 per cent water. The range of variation (43 to 
73 per cent) is considerable, depending on the 
body’s fat content. Relatively, the more fat con- 
tained in the body, the less water. Approximately 
45 to 50 per cent of the body’s weight is intracel- 
lular water, while 20 per cent is extracellular fluid. 
Approximately one-fourth to one-third of the ex- 
tracellular water is intravascular. The remainder is 
present as interstitial fluid. 

Composition: The composition of intra- and ex- 
tracellular fluids is shown in Figure 1; it can be 
seen that each compartment has its own charac- 
teristics. Intravascular and interstitial fluid are very 
similar, differing principally in that the former 
fluid is richer in protein and calcium, while the 
latter fluid has a slightly higher chloride concen- 
tration. Intracellular fluid has an entirely different 
electrolyte content, containing little sodium, even 
less chloride, and a relatively high concentration 
of potassium, phosphate, sulfate, and magnesium. 
There is also a higher concentration of protein 
within the cell. 

Factors concerned in the maintenance of the 
constant composition and volume of each fluid 
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compartment. The three fluid compartments of the 
body are in equilibrium with one another. They 
are separated by membranes of selective permea- 
bility, which permit the passage of certain sub- 
stances while remaining relatively impermeable to 
others. Water is the most rapidly diffusible sub- 
stance in the body and can pass through all its 
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Figure 1. Showing the distribution of ions in the vari- 
ous fluid compartments of the body. 
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Smith Freeman, M.D., 


is Chairman of the combined Departments of Experimental Medicine and Biochemistry 
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biochemistry and medicine at this institution. Dr. Freeman is also Director of Research 
at Hines Veterans Hospital, is on the staff at Passavant Memorial Hospital, and is con- 
sultant at Wesley Memorial Hospital and Children’s Memorial Hospital in Chicago. 
His special interests are concerned with research in endocrine and metabolic disorders. 


membranes. It follows that any sudden disturbance 
in the osmotic equilibrium of the three compart- 
ments will be corrected by the rapid transfer of 
water from one compartment to another. 

The selective excretion of solutes in relation to 
water by the kidney is the principal basis for the 
maintenance of a constant composition and volume 
of extracellular fluid. Renal tubular mechanisms 
are responsible for these highly selective processes. 
Hormonal factors influence these tubular mechan- 
isms. This control includes the regulatory effect of 
the antidiuretic hormone of the posterior pituitary 
gland and the diuretic effect of adrenal cortical 
hormones. The former is liberated in response to 
increased sodium chloride concentration in the ex- 
tracellular fluids and promotes water reabsorption 
and salt excretion. Therefore the effect of this 
hormone is to prevent dehydration and hyperos- 
molarity of the extracellular fluids. Adrenal cortical 
hormones on the other hand have an opposite ef- 
fect, reducing the relative water reabsorption by 
the renal tubule and promoting tubular sodium 
chloride reabsorption. These effects tend to prevent 
hypo-osmolarity and overhydration with water in 
relation to the salt content of the body. There are 
many other hormonal and metabolic factors which 
contribute to the regulatory mechanism by which 
the body’s hydration is maintained constant despite 
changes in environment and diet. 

Intracellular hydration. The selective permeabil- 
ity of the cell membrane is an important factor in 
the maintenance of normal distribution of fluids 
and electrolytes in the body. The difference in 
concentration of substances inside and outside of 
the cell is maintained by specific chemical reactions 
involving enzymes and the expenditure of energy. 
The maintenance of the energy-rich compounds 
necessary for these reactions requires a constant 
supply of oxygen for the cell and conversely, mem- 
brane permeability and the distribution of ions may 
be altered by anoxia. There is also the possibility 


that the general hydration of the cells of the body 
influences the tendency for water and electrolytes 
to be retained or excreted by the kidney. This im- 
plies that there is some humoral or neurogenic 
regulatory mechanism that is influenced by the 
state of hydration of cells. 

Extracellular hydration. The total volume of ex- 
tracellular fluid is largely determined by the extent 
to which sodium chloride is retained in the body, 
since this is the principal electrolyte of the extra- 
cellular fluids. The recognized humoral mechan- 
isms by which the proportion of salt to water is 
kept constant have already been mentioned. These 
mechanisms appear to be more directly related to 
the concentration of electrolytes in water than to 
the absolute volume of water in the extracellular 
fluid compartment. The regulatory mechanism for 
the latter is less well understood, although there are 
many reasons for supposing that there is a distinct 
central mechanism having specific control of the 
total volume of extracellular fluid. 

It is generally accepted that the body will sacri- 
fice some volume of fluid for the sake of mainte- 
nance of a constant composition of the extracellular 
fluid. When more than a certain fraction of extra- 
cellular fluid is lost, changes in composition occur. 

The distribution of water between the intravas- 
cular and interstitial compartments also requires 
consideration. Factors which tend to keep fluid 
within the vascular bed include the high colloidal 
osmotic pressure of plasma in comparison to that 
of interstitial fluid (largely due to the serum al- 
bumin), the tension of the tissues, low intravascu- 
lar pressure on the venous side of the capillary, 
and the circulating volume of red blood cells. It 
follows that a reduction in the colloidal osmotic 
pressure of plasma, an increase in the permeability 
of the capillary to protein, an increase in venous 
pressure, or a change in the tension of the inter- 
stitial fluid will cause movement of fluid from the 
intravascular to the interstitial compartment. 
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Fluid Compartments in Disease States 


As a result of disease, there may be disturbances 
in the distribution of fluid between compartments 
as well as a change in the total amount of fluid 
contained in the body. Usually both types of 
change are present to some extent in conditions 
characterized by edema or dehydration. 

Edema: In the majority of instances edema is 
largely extracellular and frequently exists in the 
presence of cellular dehydration. The total volume 
of extracellular fluid is usually increased in edema, 
and the intravascular portion may be increased, 
normal, or less than normal, depending upon the 
total volume of extracellular fluid and the extent 
and nature of the disturbance. 

Conditions that are conducive to the excessive 
retention of sodium chloride and water include in- 
fections, surgery, trauma, heart failure, hemorrhage, 
nephrotic phase of nephritis, cirrhosis with ascites, 
anuria, and Cushing’s syndrome. The train of 
events resulting from fluid retention in the extra- 
cellular fluid compartment secondary to salt reten- 
tion may be depicted as follows: Sodium reten- 
tion — water retention — increased extracellular 
fluid both as an increased interstitial fluid (edema) 
and increased blood volume — increased tissue 
tension — increased intracranial pressure and in- 
creased peripheral resistance — increased arterial 
blood pressure — increased cardiac work — car- 
diac failure — pulmonary edema and decreased 
cardiac output. The entire schema canrfot be ap- 
plied to every cause for edema, nor is the schema 
complete for all causes. 

Dehydration presents an entirely different prob- 
lem in that loss of fluid from the body is invaria- 
bly accompanied by the loss of electrolytes. A loss 
of one-fifth to one-fourth of the body's water is 
usually fatal. Maintenance of normal hydration is 
possible only when there is a normal electrolyte 
content. Loss of electrolytes may be twofold: Ca) 
as part of the immediate response of the body to 
the primary pathologic process or (b) as part of 
the renal compensatory adjustment necessary for 
the maintenance of a constant composition of the 
body fluids. 

Let us illustrate the factors concerned in dehy- 
dration referred to above. As an example of (a), 
diarrhea is characterized by the loss of fluid and 
electrolytes in excessive amounts. Rehydration is 
most effectively achieved by the adminstration of 
fluids containing electrolytes similar in amount and 
composition to the fluid lost. The exclusive admin- 
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istration of a fluid poor in electrolytes Ce. g., 5 per 
cent glucose) would only aggravate dehydration, 
since the fluid administered will be excreted as 
urine and there will be some further loss of electro- 
lytes in this urine. Another illustration of the same 
principle would be the administration of salt-free 
water to an individual perspiring freely. Since 
sweat contains approximately 25 to 75 mEqg. of 
sodium per liter, 10 liters of sweat may remove ap- 
proximately one-third of the sodium contained in 
the extracellular fluids. Replacing the lost sweat 
with water will cause diuresis (hypo-osmolarity) 
and further electrolyte loss in the urine. If diuresis 
cannot keep pace with water ingestion, hemodi- 
lution and water intoxication (intracellular edema) 
will result. The only way to restore normal hydra- 
tion is to give fluid containing salt to replace that 
lost as perspiration. 

The renal compensation referred to under (b) 
may be illustrated by considering the sequence of 
events in upper intestinal obstruction. The fluid 
lost as vomitus contains chloride but relatively little 
sodium, since much of the chloride is present as 
hydrochloric acid. The excessive loss of chloride 
ions leaves a preponderance of sodium ions in the 
plasma. This fact is reflected in the higher concen- 
tration of plasma sodium bicarbonate. However, 
the body’s capacity to retain sodium as the bicar- 
bonate without changing the pH of the blood is 
quite limited, and any excess of sodium must 
therefore be excreted in the urine or stored in the 
cells. In this way the excessive loss of chloride ion 
from the gastrointestinal tract is accompanied by 
the excessive loss of sodium and other ions in the 
urine. Thus the renal mechanism compensates for 
the ion imbalances created by the excessive loss of 
gastric secretion. Rehydration of the body requires 
the restoration of all of the electrolytes lost, from 
the gastrointestinal tract and in the urine. 

Since the body maintains a constant relation be- 
tween the sodium and water content of the extra- 
cellular fluid space, it is apparent that any circum- 
stance that leads to sodium depletion is bound to 
result in dehydration, because of shrinkage of the 
extracellular fluid space. A number of the factors 
which may contribute to depletion of base, and the 
changes that result therefrom are illustrated in 
Figure 2 on the following page. 

The symptoms of sodium chloride depletion 
were described in detail by McCance who found 
that lassitude, general exhaustion, weakness, breath- 
lessness, and cramps were common complaints 
among the hunaan subjects used for this study. It 


fi 
= 
% 


| Sat Restriction Decreased Volume Extracellular Fluids 


‘Reduced Tissue Tension 


Reduced Blood Volume 


Glomerular Filtrate 


Reduced Cardiac Output 


| Administration 


[Mercurial Diuretics 
| fron ary Cause} 


| Perspiration 


Reduced Blood Pressure 


Reduced Renal Blood Flow 


Elevated NPN 

Reduced C02 

Reduced Serum Na 

Elevated or Reduced Serum K 
Increased Hematocrit 

{ Negative Nitrogen Balance 


| Base Exchange Resins 7 


Figure 2. Indicating factors that may contribute to the 
depletion of extracellular and intracellular cations, par- 
ticularly sodium, and the sequence of events resulting 
from sodium depletion. 


is important for the physician to realize that such 
complaints may arise from electrolyte imbalance 
per se as well as from certain diseases in which 
electrolyte depletion may be a part of therapy. 
Before going to a consideration of parenteral 
fluid therapy, there should be some comment on 
the effect of various factors on intracellular fluid 
content. As pointed out previously, edema is usual- 
ly extracellular, and there is little tendency for the 
excess fluid to enter the cell, as long as the electro- 
lyte content of the extracellular fluid is normal 
and the permeability of the cell remains intact. 
The ingestion or injection of fluids free of or poor 
in electrolytes reduces the osmotic pressure exerted 
by the extracellular fluid compartment and causes 
water to pass into the cell. The same circumstance 
promotes diuresis by inhibiting the secretory ac- 
tivity of the posterior pituitary, so that normal os- 
motic relationships are speedily restored by the 
hormonal-renal mechanism. In this way the body is 
protected against overhydration of the cell. This 
defense mechanism depends upon normal function 
of the kidney, and of the pituitary and adrenal 
glands. Impairment of the renal and endocrine 
mechanisms which make diuresis possible leaves 
the organism vulnerable to overhydration of the 
cell if these physiologic limitations are not taken 
into account when parenteral fluids are prescribed. 
Cellular water may contribute to the extracellu- 
lar fluids of the body and thereby help to maintain 
an effective circulating blood volume during periods 
of excessive fluid and electrolyte loss. The contri- 
bution of water by the cells to the extracellular 


fluid compartment depends upon the following fac- 
tors: (a) increased electrolyte concentration outside 
the cell so that the extracellular fluid becomes hy- 
pertonic and thereby draws water out of the cell; 
Cb) reduction of the osmotic pressure and water 
liberation within the cell by protein catabolism and 
by the liberation of electrolytes (K, PO,, and SO,) 
from the cell. 

The very nature of the processes indicates that 
water mobilization from the cell will be gradual 
in the majority of instances. Circulatory collapse 
from dehydration may occur in a fulminating 
diarrheal disease without significant cellular de- 
hydration having taken place. In restoring the 
body's fluids following dehydration, it must be 
recognized that loss of intracellular fluid, protein, 
and electrolytes has probably taken place and that 
reconstituting the cell is an essential part of therapy. 
For purposes of calculation one may assume that 
half the fluid lost is intracellular water. 


Fluid Intake and Output 


The normal adult has a minimal daily fluid re- 
quirement of approximately 1,800 to 2,500 ce. 
Seven hundred to 1,000 ce. is vaporized by the skin 
and respiratory passages and is ordinarily referred 
to as the insensible water loss. Normally 24.5 per 
cent of the heat lost by the body is through vapor- 
ization of water. The fasting adult vaporizes by 
this insensible loss approximately 30 Gm. of water 
per hour through the skin and lungs. This loss of 
moisture is continuous and will be augmented by 
an increase in the body's heat production or an in- 
crease in the turnover of air in the respiratory pas- 
sages, also by a decrease in the relative humidity 
of the environment. 

The loss of water as urine is variable. The vol- 
ume of urine required for elimination of waste 
products depends upon the concentrating ability 
of the kidney (See Table 1) and upon the amount 
of metabolic products to be excreted. The latter in 
turn will depend upon the amount and composi- 
tion of the diet and upon the magnitude of tissue 
breakdown. Usually the minimal urine velume for 


Table 1. Minimal water requirement (from Darrow). 
Adult 70 kg. (3,000 Cal.) 


Urine Conc. Gm./100 Gm./100 

Sp. Gravity Gm. Gm.‘kg. cal. Gm Gm./kg. cal. 
1.005 512 171 171 4,950 71 165 
1.015 342 114 114 3,240 46 108 
1.025 282 94 94 2,640 38 85 


GP @ Volume IV, Number 4 


; 

Reduced NH, Formation 
Reduced Ability to v a 
Reabsorb Na and K from 

| 

B 
4 aes 


= 


an average normal adult on a diet of moderate pro- 
tein intake is between 600 and 800 cc. daily, while 
the amount of expendable fluid usually allowed 
for urine formation is 1,000 to 1,400 cc. per 24 
hours. The oxidation of foodstuffs by the body 
usually supplies approximately 250 cc. of water 
daily, while another 250 cc. is liberated daily by 
cytoplasmic breakdown during starvation despite 
glucose administration. From these data one can 
compute that the expenditure of water Cinsensible 
loss and urine) is approximately 1,700 to 1,800 cc. 
a day for a patient receiving 100 Gm. of glucose 
daily. Approximately 500 cc. of this is made avail- 
able through oxidation of foodstuffs and the re- 
lease of water from the cell. Hence, the expenda- 
ble fluid requirement of the patient will be satis- 
fied by 1,200 to 1,300 ce. of fluid, which should be 
administered as 10 per cent glucose. 

In addition to the above water loss, 100 cc. may 
be added for the water contained in the stool. As 
the ability of the kidney to concentrate urine and 
conserve water fails, the water requirements in- 
crease to whatever extent the minimal required 
volume of urine increases (See Table 1). 

This amount of fluid is expendable by the body 
daily and must be provided if dehydration is to be 
prevented. In various diseases the fluid loss by 
normal channels may be augmented, or there may 
be additional losses by other means (gastrointes- 
tinal aspiration, fistula, draining sinuses, etc.). The 
only means by which one can accurately assay the 
fluid requirement of a patient is by keeping a rec- 
ord of the fluid loss. If the amount of aspirated 
fluid, vomitus, or diarrheal fluid is not known, 
there can be no accurate basis for estimating the 
minimal fluid requirement necessary to prevent de- 


Table 2. Approximate normal water losses and daily 
allowances for persons not subject to sweating or ex- 
ertion (from Butler and Talbot). 


Infant Child Adult 
Size 2-10 kg. 10-40 kg. 60 kg. 
Water Loss (cc.) 
Urine 200-500 500-800 800-1,000 
Stool 25-40 40-100 100 
Insensible 75-300* 300-600 600-1,000° 
Total 300-840 840-1,500 1,500-2,100 


Usual Water Allowances 


cc./person 330-1,000 1,000-1,800 1,800-2,500 
cc. /kg. 165-100 100-45 45-30 
oz./Ib. 2.5-1.5 1.5-0.7 0.7-0.5 


*1.3 ce./kg./hr. 
°0.5 cc./kg./hr. 
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Figure 3. Demonstrating the serum electrolyte changes 
resulting from vomiting before surgery and from con- 
tinuous gastric suction after surgery. Parenteral fluids 
included sodium chloride and glucose as well as the 
amounts of potassium chloride indicated in the figure. 


hydration. It is true that excessive fluid adminis- 
tration is well tolerated in a good many conditions. 
However, the fluid requirement must always be re- 
lated to the requirement for electrolytes, and these 
cannot be estimated unless vicarious fluid loss is 
accurately recorded. It can be assumed that all 
fluids lost from the body, with the exception of 
urine, are isotonic with plasma. All fluids lost from 
the body contain electrolytes and, with the excep- 
tion of gastric and pancreatic juices, all such fluids 
are similar in composition to plasma. One may as- 
sume that the sodium chloride concentration of 
these fluids is approximately 0.5 per cent. The ap- 
proximate daily volumes of the various secretions 
of the gastrointestinal tract are: 


Saliva 500-1,500 cc. 
Gastric juice 2,000-3,000 cc. ‘ 
Bile 600- 800 cc. 
Pancreatic juice 600- 800 cc. 1 


Succus entericus 


2,500-4,000 cc. 


With these general considerations as a_back- 
ground, let us consider the use of parenteral fluids 


for specific purposes. 


Parenteral Fluid Therapy 


Parenteral fluid as a source of expendable water 
by the body. The use of parenteral fluid usually 
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Table 3. Normal calorie requirements and dextrose and 
amino acid allowances {from Butler and Talbot). 
Daily 
Caloric Daily Daily Amino 
Requirements Dextrose Allowance Acid Allowance* 
cal./kg Gm./kg. cal./kg. Gm./kg. cal./kg. 


Young Infants 60 14 54 1.5 6 
Old Infants 55 13 51 1.0 4 
Children 30 7 28 0.6 2 
Adolescents and 

Adults 25 6 24 0.6 2 


*40 Gm. amino acids (6 Gm. N) daily for adult. 


implies that the patient is unable to retain or as- 
similiate anything taken by mouth. Such a patient 
must rely on parenteral fluids as a source of ex- 
pendable water as well as a means of meeting his 
nutritional requirements and of replacing fluid 
and electrolyte deficit. Water that is not intended 
for retention by the body should be given as a 10 
per cent glucose solution. This supplies fluid with- 
out electrolytes, and, in addition, calories in a form 
that places no demand on the excretory system and 
that tends to lessen tissue breakdown. If given 
slowly this fluid should not cause a significant shift 
in body water. The fluid of glucose solution is also 
available for rehydration of the cell. The daily ex- 
pendable fluid requirement for the average adult 
should allow 1,200 to 1,500 cc. of water for urine 
formation, plus sufficient additional water to cover 
the sensible and insensible loss of moisture from 
the body. This amount usually totals 2,000 to 2,500 
ce. daily. 

Parenteral fluid as a source of nutrition. The nu- 
tritional requirements of the patient can largely be 
satished by means of parenteral fluids if there is 
normal renal function. The schedule provided by 
Butler and Talbot makes this possible, but has cer- 
tain disadvantages. The fluids administered must 
all be quite hypertonic, which will damage the 
veins (no less than 15 per cent glucose in any 
fluid), or the volume of fluid must be relatively 
large (4,000 to 5,000 cc. a day). Since such fluids 
must be administered slowly, the patient will be 
receiving intravenous fluids 8 to 10 hours a day. It 
is a more common practice to provide 1,200 to 


Table 4. Normal daily sodium chloride requirements 
(from Butler and Talbot). 


Sodium Physiologic-Saline 
Size Chloride Solution (0.85 per-cent) 
Infants 1 Gm. 125 cc. 
Children 3 Gm. 350 cc. 
Adolescents and Adults 6 Gm. 700 cc. 


Note: 1 to 3 Gm. of potassium chloride are also required 
daily. 


1,500 calories as 10 per cent glucose and as 5 per 
cent glucose containing 5 to 10 per cent amino 
acids. The daily fluid intake under such circum- 
stances should provide 4 to 5 Gm. of sodium chlo- 
ride and 1 to 3 Gm. of potassium chloride. (This 
may be obtained from Darrow’s solution.) 

Usually calcium does not need to be included 
since there are large stores of this element. Soluble 
preparations of B-complex, vitamin C, vitamin A, 
and vitamin K are also available. 

The use of parenteral fat has been studied ex- 
perimentally but is not practical at present. Ethyl 
alcohol has also been included in parenteral fluids 
and is known to be a source of calories. However, 
it has not been proven that ethyl alcohol can be 
converted to sugar; hence its role in nutrition as a 
protein-sparing substance is uncertain, and its yield 
of energy is confined to those tissues that can burn 
fat or acetic acid. This does not include nerve 
tissue. 

Tables 2, 3, and 4 indicate the volume and com- 
position of parenteral fluid necessary to meet some 
of the better-recognized nutritional requirements 
of patients. Nitrogen balance cannot be achieved in 
some patients even with a much larger amino acid 
intake than that indicated because of the exces- 
sive catabolism associated with certain diseases. 

It is highly desirable that patients restricted to 
parenteral nutrition receive at least 100 Gm. of 
carbohydrate daily. The effect of glucose on the 
economy of the body has been emphasized recently 
by Gamble (See Figure 4). The daily require- 
ments for nitrogen, sodium, potassium, and water 
are minimized by glucose administration, owing to 
the decreased catabolism in the presence of glucose. 

Surgical procedures tend to promote temporary 
retention of salt, and it is common practice to re- 
duce the expendable intake of sodium chloride fol- 
lowing surgery. However, one must distinguish be- 
tween the expendable intake and that which is 
necessary to restore the extracellular fluid compart- 
ment to normal volume and composition following 
the excessive loss that may accompany surgery. 


Dehydration 


The excessive loss of body fluids or the adminis- 
tration of electrolyte-free fluids, such as glucose 
solution, is invariably accompanied by some degree 
of electrolyte depletion. At the same time an aci- 
dosis or alkalosis may have developed, which is in- 
dicative of both an intracellular and extracellular 
electrolyte imbalance. 
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Figure 4. Showing the sparing effect of glucose on the 
catabolism of body protein and upon the excretion of 
sodium in the fasting subject (from Gamble). 


Hypotonic dehydration is the consequence of a 
relatively greater loss of electrolytes than of water. 
This may result from a failure in renal economy, 
as in Addison’s disease, where the kidney tubule 
does not reabsorb sodium chloride normally. It may 
also follow excessive loss of electrolytes and water 
from the gastrointestinal tract when fluids poor in 
electrolytes are used for replacement. Salt restric- 
tion and the administration of diuretics may bring 
about a similar state. 

Hypotonicity of extracellular fluids is conducive 
to the shift of water into the cells. In hypotonic 
dehydration the effective circulating blood volume 
is reduced; hemoconcentration, tachycardia, and 
renal insufficiency develop; and the blood pressure 
declines. The concentration of sodium chloride in 
the plasma is less than normal. Potassium concen- 
tration may be less than normal unless circulatory 
failure has resulted in renal insufficiency. In this 
case the serum potassium level may be normal or 
above normal. 

Hypertonic dehydration results when water loss 
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exceeds loss of electrolytes. This circumstance will 
result from withholding water, and diarrheal dis- 
ease, especially if the sensible or insensible loss of 
water is high. The administration of insufficient 
amounts of fluids rich in sodium chloride may bring 
about a similer state. Hypertonic dehydration is 
conducive to cellular dehydration, and the main- 
tenance of an effective circulating blood volume 
will be possible for a longer period of time than 
when there is hypotonic dehydration of similar 
degree. The sodium chloride concentration of the 
blood plasma will be higher than normal, and there 
may be relatively less hemoconcentration than in 
hypotonic dehydration producing a comparable 
weight loss. 

In both types of dehydration the extracellular 
fluid compartment decreases. In both instances 
there has been a loss of fluids and of electrolytes, 
although the relative loss differs. There is no simple 
rule by which one may prescribe the amount of 
fluid necessary to rehydrate the patient. There is 
some difference in the proportion between fluids 
and electrolytes to be given in the two instances. 
In hypotonic dehydration, the early administration 
of hypertonic (1 to 2 per cent) sodium chloride 
solution contributes to a rapid restoration of the 
extracellular fluid and reduces any overhydration 
of the cell. In hypertonic dehydration, cell rehy- 
dration is an objective of therapy, along with res- 
toration of the extracellular fluid. The administra- 
tion of hypertonic sodium chloride solution would 
cause further dehydration of the cells, although in- 
creasing the volume of extracellular fluid. The use 
of 0.45 per cent sodium chloride in 5 per cent 
glucose solution contributes to rehydration of the 
cell as well as to the expansion of the extracellu- 
lar fluid space. This fluid is also suitable in cases 
of hypotonic dehydration following restoration of 
normal electrolyte concentration through hyper- 
tonic salt administration. The amount of fluid to 
be administered to any patient should be gauged 
by the return of abnormal laboratory findings to 
the normal range, by the volume of urine and the 
predicted fluid requirements, and by the state of 
the cardiovascular system. Rapid rehydration is not 
well tolerated by debilitated subjects. 

The majority of patients with dehydration have 
usually lost excessive amounts of sodium, chloride, 
potassium, and phosphorus. If the period of electro- 
lyte depletion has been short (12 to 24 hours) and 
if rapid re-alimentation is possible, the last two of 
these ions may not need to be supplied in the 


parenteral fluids. However, if the period of fluid 
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loss and parenteral administration is protracted, 
specific provision must be made for potassium, and 
in certain instances for other ions as well. Darrow 
has shown that there is a considerable loss of po- 
tassium during the diarrheas of infancy, and that 
improvement is more rapid when potassium is sup- 
plied in the parenteral fluids. 


Metabolic Acidosis 


Metabolic acidosis may result from sodium de- 
pletion, excessive accumulation of fixed acid ions 
in the circulation, or excessive production of ketone 
bodies. In any event the sodium available for com- 
bination with carbon dioxide is reduced in amount 
and this is evidenced by a reduced alkali reserve in 
the blood stream (low carbon dioxide combining 
power). Some of the factors that contribute to 
sodium depletion have already been mentioned. 

In most instances some degree of sodium deple- 
tion precedes the actual development of acidosis. 
As a corollary, sodium depletion, with the inevi- 
table shrinkage of the extracellular Huid space and 
failure of renal function, must eventually lead to 
the development of metabolic acidosis, because 
fixed acid ions (SO, and PO,) normally excreted 
in the urine will be retained in the blood stream. 
On the other hand, excessive production of ketone 
bodies or inability of the kidney to excrete fixed 
acid ions (PO, and SO,) may result in displace- 
ment of bicarbonate from the plasma and reduc- 
tion of the quantity of sodium available for com- 
bination with carbon dioxide. Since the pH of 
the blood is largely controlled by maintaining a 
constant ratio of sodium bicarbonate to carbonic 
acid, it follows that the characteristics of respira- 
tion must be altered to compensate for the reduced 
bicarbonate content of the plasma. As long as such 
respiratory adjustment is possible, the pH remains 
essentially normal, and the acidosis is said to be 
compensated. When the bicarbonate is further re- 
duced, respiratory adjustment is no longer possible, 
the acidity of the blood increases, and the acidosis 
is said to be uncompensated. 

From the foregoing comments it is apparent that, 
to relieve acidosis, more sodium must be made 
available for combination with bicarbonate. When 
sodium depletion is the sole basis for acidosis, this 
can be treated simply by administration of sodium 
bicarbonate, sodium lactate, or even sodium chlo- 
ride. In the last instance the selective excretion of 
chloride by the kidney makes sodium available for 


combination with bicarbonate. In the case of ex- 


cessive ketone body production, insulin adequately 
solves the problem for the diabetic, and 50 to 100 
Gm. per day of sugar will prevent starvation ke- 
tosis. 

If acidosis and renal suppression are secondary 
to dehydration, restoration of an adequate circula- 
tion by rehydrating the individual will restore 
renal function, and the excessive amounts of fixed 
acid ions will be rapidly excreted. In instances of 
advanced renal damage, extra alkali may be re- 
quired regularly, to combat recurring metabolic 
acidosis. One may set 40 volumes per cent (18 
mEq. per liter) as the minimum level at which to 
maintain the plasma carbon dioxide. Inasmuch as 
these patients have a limited ability to handle ex- 
cess sodium, one should avoid giving much over 
the requirement mentioned, or edema may result. 

Besides sodium ion depletion, one may generally 
assume that potassium, calcium, chloride, and 
water are also depleted in acidosis. Hence sodium 
and potassium chloride should be administered 
with sodium bicarbonate or sodium lactate. Dar- 
row’s K-lactate fluid, containing 4 Gm. of sodium 
chloride to 2.7 Gm. potassium chloride and 5.8 
Gm. of sodium lactate per liter, is suitable for cor- 
recting deficiencies in these ions, and no other 
alkali may be required. This fluid may be diluted 
with an equal volume of 10 per cent glucose solu- 
tion and given slowly intravenously or subcutane- 
ously. Parenteral potassium is contraindicated when 
there is anuria or oliguria. 


Metabolic Alkalosis 


Excessive ingestion of sodium bicarbonate or the 
sodium salt of some organic acid, or an excessive 
loss of the chloride ion, results in an increase in 
the sodium content of plasma. The pH of the blood 
tends to rise to a value higher than normal (greater 
than 7.45) and respiratory compensation for the 
extra bicarbonate takes place. The plasma carbon 
dioxide value increases considerably and may go 
as high as 100 to 120 volumes per cent (44 to 53 
mEq. per liter). The most common cause of meta- 
bolic alkalosis is the excessive loss of chloride from 
the stomach, secondary to pyloric obstruction or 
gastric aspiration. 

The ions lost in the gastric juice are predomi- 
nantly chloride and sodium, with smaller amounts 
of potassium. Soon the urine becomes alkaline and 
contains considerable quantities of sodium and _ po- 
tassium. According to Darrow and co-workers, so- 
dium shifts to the intracellular space and potas- 
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sium passes out into the plasma and is excreted. 
An inverse relation exists between the bicarbonate 
content of plasma and the potassium content of the 
cell; as bicarbonate increases, the potassium content 
of the cell decreases. The most pronounced changes 
in the composition of the blood are a decrease in 
chloride concentration, hypokalemia, and high bi- 
carbonate values. The sodium value may also de- 
cline and, as dehydration progresses, hemoconcen- 
tration, azotemia, and renal insufficiency become 
manifest. 

The changes are well illustrated by the case of 
a patient brought to the hospital recently with 
plyoric obstruction caused by a duodenal «ulcer. 
The serum electrolyte changes are illustrated in 
Figure 3. An essential part of parenteral therapy 
was providing potassium and chloride ions, as well 
as sodium ions. The electrolyte deficit and ion im- 
balance, created by the loss of ions from the stom- 
ach and in the urine, required that generous 
amounts of potassium chloride be included in the 
parenteral fluids. 

One may assume that there is an excessive loss 
of potassium ions in every instance of metabolic 
alkalosis. When potassium chloride is administered 
to such a patient, potassium ions pass into the cell, 
sodium ions leave the cell, and the chloride ions 
remain in the extracellular fluid. Sodium chloride 
solution alone can no longer be accepted as an 
adequate parenteral fluid for patients with meta- 
bolic alkalosis. The constancy of the association 
between ions is well illustrated by the recurrence 
of an identical picture of ion imbalance in this 
patient because of constant gastric aspiration fol- 
lowing gastric resection (See Figure 3). Once again 
the response to the administration of sodium chlo- 
ride and potassium chloride was prompt and dra- 
matic. Urine studies indicated that the potassium 
deficiency was quite marked, as judged by its re- 
tention during the period of therapy. Postoperative 
parenteral fluids should be selected with a view to 
preventing the occurrence of such extreme changes 
in blood and tissue electrolytes. 


Respiratory Acidosis 


Retention of carbon dioxide from any cause re- 
sults in an increased carbon dioxide tension in the 
blood and tissues. This change is reflected by an 
increase in the sodium present in the blood as bi- 
carbonate, and the chloride content of blood may 
decrease. 

Not infrequently respiratory acidosis may be 
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confused with metabolic alkalosis, since both are 
associated with a high bicarbonate content of the 
blood. However, the clinical course and _ history 
are usually quite different. Estimation of the pH 
of the blood will serve to differentiate between 
these two conditions. This distinction is important 
since therapy differs in the two conditions. The 
administration of extra chloride ions, as ammonium 
chloride or calcium chloride, is contraindicated and 
of no avail in overcoming the low plasma chloride 
level associated with respiratory acidosis, while the 
administration of extra alkali should enable the 
renal mechanism to compensate more adequately 
for the increased carbon dioxide tension in the 
tissues. Sodium restriction would embarrass the 
compensatory mechanism in such a patient. 

Anoxia is usually an associated finding in pa- 
tients with carbon dioxide retention, since oxygen 
diffuses more slowly than carbon dioxide. Anoxia 
will lead to potassium loss from the cell, if of sufh- 
cient magnitude and duration. 

Conceivably there may be transient alkalosis fol- 
lowing relief of respiratory acidosis, if chloride ions 
are not available. Sodium would then shift into 
the cell and potassium would be excreted in the 
urine. 


Respiratory Alkalosis 


The excessive blowing off of carbon dioxide, as 
in hyperventilation, causes a decrease in carbon 
dioxide tension in the blood and tissues, and re- 
sults in alkalosis. Renal compensatory mechanisms 
cause chloride retention and the excretion of so- 
dium bicarbonate in the urine. The bicarbonate 
content of plasma decreases just as it does in meta- 
bolic acidosis with which it is frequently confused. 
However, the clinical findings and the pH of the 
blood should serve to make the differentiation. 
Also metabolic acidosis is frequently associated 
with hypochloremia, while in respiratory alka- 
losis the plasma chloride may be normal or higher 
than normal. 

In addition to the excessive loss of sodium in 
the urine in respiratory alkalosis, there will also 
be a marked increase in the potassium content of 
the urine. McCance and Widdowson found that 
overventilated normal subjects excreted both so- 
dium and potassium at many times the normal 
rate. The renal compensatory mechanism thereby 
causes a loss from the body of the available ca- 
tions. This cation depletion provokes changes in 
the ion content of the cell. Repletion must there- 
fore include administration of the lost electrolytes 


7 
73 
i 
i 


before rehydration and restoration of normal cell 
composition will be possible. 

Disturbances in potassium metabolism as they 
relate to parenteral fluid therapy. Numerous ref- 
erences have already been made to changes in the 
sodium and potassium content of body fluids. The 
reader is referred to the many excellent articles by 
Darrow and his colleagues for a more complete 
review of this subject. The depletion of cations in 
disease is rarely confined to any one compound. 
Diarrhea, acidosis (renal, diabetic, therapeutic), 
sodium restriction, the excessive loss of gastroin- 
testinal secretion, alkalosis, and numerous other 
conditions are characterized by excessive losses of 
both sodium and potassium. Such losses may or 
may not be reflected by the unit concentration of 
these ions in the blood plasma. 


Hypo- and Hyperkalemia 


Hypokalemia may develop as a part of the ad- 
vanced picture of electrolyte depletion. Symptoms, 
signs, and electrocardiographic changes usually 
develop when the serum potassium level has 
reached 2 to 3 mEq. per liter (8 to 12 mg. per 
100 cc.). Profound weakness, suppression or ab- 
sence of superficial and deep reflexes, paralysis 
which will eventually involve the muscles of res- 
piration, mental confusion, and coma are among 
the changes that are easily recognizable. The elec- 
trocardiographic changes frequently associated with 
hypokalemia include depression and inversion of 
the T-wave, a slightly prolonged Q-T interval, and 
depression of the S-T segment. The administration 
of sodium chloride and glucose solutions tends to 
promote further loss of potassium and may there- 
fore aggravate the symptoms of potassium defi- 
ciency. One can safely administer in parenteral 
fluids 3 Gm. of potassium chloride daily to patients 
with adequate renal function without danger of 
hyperkalemia. Much larger amounts (10 to 15 
Gm. daily) may be necessary to overcome marked 
symptoms of hypokalemia. A total of 30 to 40 Gm. 
of potassium chloride may be required over a 
period of several days before the deficiency has 
been entirely corrected. 

Hyperkalemia may likewise occur and produce 
symptoms in patients. The excessive liberation of 
potassium from the cell is sometimes a result of 
anoxia and trauma to the tissues. The liberated po- 
tassium will all be excreted in the urine with little 
or no change in the plasma concentration, as long 
as renal function is adequate. Anuria and oliguria 
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set the stage for hyperkalemia, and the presence 
of tissue anoxia and necrosis (as in burns) accom- 
panied by renal suppression will eventually result 
in hyperkalemia in the majority of instances. The 
symptoms and physical findings of hyperkalemia 
are quite similar to those associated with marked 
hypokalemia. Numbness and tingling of the ex- 
tremities, weakness, mental confusion, pallor, and 
bradycardia may be present. Electrocardiographic 
changes of hyperkalemia become apparent when 
the serum potassium value has reached 7 to 8 mEq. 
per liter (28 to 32 mg. per 100 cc.). The most 
common changes are high, sharp T-waves and pro- 
longation of the QRS complex; cardiac arrhythmias 
and arrest may also result. There is nothing abso- 
lutely diagnostic about the electrocardiographic 
changes in either hypo- or hyperkalemia. For ex- 
ample, high T-waves have been observed in pa- 
tients with hypocalcemia and a normal concentra- 
tion of serum potassium. 

Parenteral fluids in intestinal obstruction and 
gastric aspiration. Gastrointestinal secretions are es- 
sentially isotonic with protein-free plasma. The 
more striking dissimilarities are found in gastric 
and pancreatic juices; the former is rich in hydro- 
gen ions and contains relatively little sodium, while 
the latter is relatively richer in bicarbonate and 
poorer in chloride than plasma. Active secretion 
of electrolyte-rich fluid into the lumen of the in- 
testine precedes and accompanies the absorption 
of water from the intestinal tract. If water is given 
by mouth and then removed by suction, it tends 
to deplete the body of electrolytes and to reduce 
the capacity of the extracellular fluid compartment 
to hold water. 

Loss of fluid into the intestinal tract primarily 
depletes the extracellular fluid space. Obstruction 
in the lower part of the small intestine or in the 
colon may cause severe depletion of extracellular 
fluid by secretion into the gut, prior to the onset 
of vomiting. Estimations of the hematocrit, plasma 
bicarbonate, potassium, N.P.N., and chloride val- 
ues are helpful as an index to therapy. Thirst is 
also a valuable index to hydration, and, generally 
speaking, the thirsty patient has received too little 
water or a relative excess of sodium chloride. 

Fluid requirement in patients with gastrointes- 
tinal disorders entails enough water to allow 1,000 
to 1,500 cc. for urine formation, and the salt in- 
take should exceed the loss through the gut by 3 
to 5 Gm. Potassium chloride administration (3 to 
5 Gm. daily) should be routine in any case in 
which renal function is adequate and in which 
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the patient is maintained on parenteral fluids for 
more than 24 to 48 hours. The estimation of urine 
chlorides may be helpful in following the electro- 
lyte needs of the body. The use of the chloride 
balance technique as a means of following changes 
in the volume of extracellular fluid has been de- 
scribed in detail by Newburgh. 

Diabetic acidosis. The patient with diabetic aci- 
dosis is suffering from electrolyte depletion as well 
as ketosis. The electrolytes that have been depleted 
are both intra- and extracellular, for these patients 
are undergoing excessive cellular breakdown with 
the excretion of the cell breakdown products in 
the urine. Superimposed upon the excessive renal 
loss of fluid and electrolytes, there may be losses 
from the gastrointestinal tract from vomiting. 

Repletion of these patients requires the adminis- 
tration of sodium, potassium, chloride, bicarbonate, 
and phosphate ions, as well as control of the dia- 
betes. Darrow’s K-lactate with the addition of 5 
millimoles of phosphate per liter, as recommended 
by Butler and Talbot, should meet most of the de- 
ficiencies in these patients. Phosphate administra- 
tion may not be necessary in the majority of pa- 
tients but should be considered for patients who 
fail to respond adequately to therapy that is other- 
wise complete. The potassium deficit in some of 
these patients may be severe (30 to 40 Gm.) and 


may not be completely repaired for several days. 


Anuria and Advanced Oliguria 


The greater the degree of renal impairment, the 
greater the care necessary in selection of fluids for 
parenteral use. A common and grievous fault in the 
care of patients with anuria is the injection of ex- 
cessive amounts of fluids or the inadequate re- 
covery of lavage or peritoneal irrigation fluids. The 
anuric animal ordinarily consumes little or no 
water. There is inadequate evidence to support the 
contention that excessive hydration will promote 
diuresis in patients who are anuric from causes 
other than dehydration. 

The objectives of parenteral therapy in the anuric 
patient are to restore and maintain as nearly as 
possible the normal degree of hydration of the 
body, to preserve the normal electrolyte content of 
the intra- and extracellular fluid compartments, 
and to reduce cellular catabolism to a minimum. 
The fluid requirement of the body is reduced be- 
cause little or no urine is formed. Hence, fluids 
are needed only to replace the insensible vaporiza- 
tion of water, plus any vicarious loss of fluid from 
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the gastrointestinal tract. Since electrolytes are not 
lost in the urine, only those electrolytes should be 
given that have been lost through vomiting or diar- 
thea, plus sodium bicarbonate or lactate and cal- 
cium ions. Administration of the intracellular ions 
CK, SO,, and PO,) is contraindicated, since they 
tend to accumulate in the extracellular fluid and 
are thought to contribute to the patient's deteriora- 
tion. The serum calcium usually declines as uremia 
progresses, the decrease being related to an increase 
in phosphate ions in the extracellular fluid. The 
use of calcium gluconate (60 to 80 cc. of 10 per 
cent solution daily in 10 per cent glucose) may re- 
tard the development of hypocalcemia and hyper- 
phosphatemia. One should not wait for hypocal- 
cemia before giving calcium to these patients. Hy- 
perkalemia and hyperphosphatemia can be mini- 
mized by reducing catabolism through the admin- 
istration of intravenous 10 per cent glucose (1 
liter a day). Sufficient sodium bicarbonate or so- 
dium lactate should be given to keep the carbon 
dioxide combining power above 40 volumes per 
cent (18 mEq. per liter). Some advocate the use 
of more concentrated glucose solutions than 10 per 
cent; however, more hypertonic solutions will cause 
sclerosis of the veins. In addition, according to data 
presented by Gamble (See Figure 4), there is little 
difference in the effects of 100 and 200 Gm. of 
glucose daily on the urinary excretion of nitrogen 
in the fasting adult subject. Blood transfusions are 
contraindicated in anuric patients unless a marked 
anemia exists, since transfusions will result in an 
increase in cellular destruction and will thereby 
contribute to the uremia. Experimental observa- 
tions suggest that parenteral amino acids are also 
contraindicated. 


Parenteral Fluid for Burns or Shock 


Transudation of plasma, resulting in hemocon- 
centration and inadequate circulating blood vol- 
ume, characteristically occurs in extensive burns 
or from trauma that results in secondary surgical 
shock. The blood pressure and hematocrit are use- 
ful guides in following the course of these patients. 
Usually some hemoconcentration precedes the de- 
velopment of shock. The maintenance of an ade- 
quate circulation depends upon replacement of 
lost plasma by a fluid of comparable physical and 
chemical characteristics. Various formulae have 
been developed to enable the physician to know 
how much plasma should be given to combat shock. 

Perhaps the most reliable guide to therapy is to 
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try to keep the hematocrit below 50 mm. Whole __ is not available. However, none of these substances 
plasma or serum albumin dissolved in 0.6 per cent is so desirable as plasma, particularly if injections 
saline solution are the fluids of choice to replace must be repeated over a period of days. The use 


plasma lost without hemorrhage. One should an- _ of saline is not adequate, although it is better than 
ticipate hemoconcentration in patients with ex- not giving any fluid at all. If anuria or oliguria de- J 
tensive burns and should give plasma prophylac- __ velops, one must try to prevent hemoconcentration 1 


tically. One hundred cc. of plasma for each unit and to maintain an adequate circulation without 
the hematocrit exceeds the normal value of 45 has overhydration of the patient. 

been recommended. The use of solutions of gela- A bibliography accompanying this article is available . 
tin, Dextran, or acacia may be necessary if plasma — upon request from the Editorial Office of GP. 


NEW DRUG ACCEPTED 


Tue Council on Pharmacy and Chemistry of the A. M. A. recently accepted Bethanechol 
chloride, otherwise known as urecholine chloride (Merck). The drug is useful in the treatment 
of conditions which are relieved by stimulation of the parasympathetic nervous system. It has 
been used in cases of gastric retention, following vagotomy, in postoperative urinary retention, 
and in postoperative abdominal distention. It might be tried in cases of megacolon, adynamic ileus 
following severe contusions to the body, acute infections, atony of the urinary bladder, and 
gastric atony after gastric surgery. The tablets and ampules contain 5 mg. 


CORTISONE 


Accorpinc to Edward C. Kendall, speaking at the Mayo Clinic recently, only Cortisone and 
the closely related compound F influence rheumatoid arthritis, rheumatic fever, and the col- 
lagenic diseases. The best results are being obtained now with the oral administration of 
Cortisone. This gives the maximal utilization of the hormone with the minimal concentration 
in the blood and the tissues of the body. The symptoms of overdosage which are so undesirable 
rarely appear during the oral administration of the drug. 

In another paper Howard F. Polley remarked that today fewer undesirable psysiologic 
effects of Cortisone and ACTH are developing as physicians learn how to use the drugs. 

It has been announced recently that with the discovery of new substances from which 
Cortisone can be made, and with the synthesis of 3 compounds related to Cortisone, it is 
probable that greatly increased quantities of the much desired drug will soon be available. 


ANEW NURSING NIPPLE 


One of the great discomforts of an infant is produced by its swallowing of air while nursing from 
a bottle. Because of this the wise mother always burps her baby after each feeding by holding 
him upright over her shoulder. This allows the gas to come under the cardia and thence to 
escape up the esophagus. 

Now, an ingenious person has devised a nursing bottle with a valve in the nipple which will 
reduce the baby’s intake of air. The valve closes when pressure is applied to the nipple, 
thus preventing liquid from returning to the bottle. When the nipple is empty and the pres- 
sure is realeased, the valve opens, permitting the nipple to fill quickly with air-free liquid. 

It is said that the new nipple is particularly helpful in the feeding of premature babies 
and babies with a cleft palate. For two years the device has been tested in hospitals, and 
it is now going on the market. When the bottle is not being used, a hood is placed over the 
nipple to prevent bacterial contamination. 
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Cips from Other Journals 


Cortisone Given Orally 


Or Late some physicians may have been wonder- 
ing how efficient Cortisone will be when given 
orally, instead of hypodermically. At the Forty- 
third Annual Meeting of the Society for Clinical 
Investigation, M. Patterson and colleagues _re- 
ported the treatment of 60 patients with rheuma- 
taid arthritis. They concluded that Cortisone is ab- 
sorbed more quickly from the gut than from the 
muscles as shown by a quicker antirheumatic ef- 
fect and an earlier reduction in the number of 
circulating eosinophils. When given by mouth, the 
effects of the drug disappear more quickly than 
when it is given intramuscularly. There was no 
important or undesirable effect after oral admin- 
istration. The effects were “smoother” when the 
drug was given by mouth. 


Vaginal Delivery After Cesarean Section 


Patients who have had Cesarean sections for pre- 
vious pregnancies can safely be delivered by the 
vaginal route when they are carefully selected, 
according to Schmitz and Gajewski (Am. J. Obst. 
& Gynec., 61:1232, 1951). These authors believe 
that a trial of labor is indicated as the management 
of choice in certain patients, providing that certain 
conditions are met. These conditions are: (1) early 
engagement of the presenting parts, (2) history of 
vaginal deliveries preceding the section delivery, 
(3) diagnosis of death or monstrosity in utero, (4) 
reasonable assurance of a well-healed uterine scar. 
A strong scar may be reasonably expected when 
surgical technique is known to have been good, 
and the postoperative course uneventful and free 
of infection. 

The authors acknowledge that uterine rupture 
during labor is a danger. Indeed, they encountered 
this complication in 6 of 190 patients. The risks 
attending uterine rupture can be minimized by 
alertness on the part of the obstetrician to the pos- 
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sibility and institution of prompt surgical treatment 
in the event that signs of rupture appear. There 
was no mortality in the six cases of rupture re- 
ported, and the impression is gained that uterine 
rupture under such circumstances is not a pro- 
hibitive risk. Considering the infrequency of uter- 
ine rupture, the mortality rate in selected patients 
having vaginal delivery after Cesarean section will 
be less than the mortality rate with repeated Cesar- 
ean section. 


Influence of Position on Breath Sounds 


WueEn the lung bases are examined while the pa- 
tient is lying on his side, the findings may be 
altogether different from those obtained when he 
is sitting. In a recent study, Kerr found that the 
majority of normal subjects and a considerable 
number of patients with pulmonary disease show 
an increase in both the intensity and pitch of the 
inspiratory note at the base posteriorly on the de- 
pendent side. Diminution of breath sounds on the 
opposite side in a comparable area was noted (New 
England J. Med., 245:58, 1951). The prolonged, 
loud inspiratory note may possibly suggest tubular 
breathing to the casual listener. The author warns 
that auscultatory sounds other than those in the 
upright position should, therefore, be interpreted 
with caution. 


Jupeinc from studies recently reported by Baganz 
and co-workers (Am. J. M. Sc., 222:1, 1951). 
NPH insulin meets the needs of a large proportion 
of patients with diabetes mellitus. NPH _ insulin 
is a highly purified suspension of insulin, prota- 
mine, and zinc crystals. It has a much smaller con- 
tent of protamine than protamine zinc insulin, the 
amount being just enough to combine with the 
insulin. 

From work done to date, it appears that NPH 
insulin closely imitates the action of two-to-one 
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mixtures of regular insulin and protamine zinc 
insulin. It, therefore, acts promptly enough to con- 
trol the postprandial rise in blood sugar, reaches 
a peak effect in approximately eight hours, and 
has a duration of action of about twenty-four 
hours. 

According to these authors, transfer of patients 
from another type of insulin to NPH insulin can 
be safely accomplished if the following general 
rules are observed: Patients requiring less than 40 
units of protamine zinc insulin or protamine zinc 
insulin and regular insulin a day, can be safely 
converted to the same total dose of NPH insulin. 
For patients requiring more than 40 units of in- 
sulin a day, the NPH insulin dose is equal to the 
total protamine zinc insulin dose plus 80 per cent 
of the regular insulin dose. 


Nipple Discharge 


WHEN examination of the breast reveals a dis- 
charge from the nipple that is not accounted for by 
the physiologic changes of pregnancy or lactation, 
surgical and pathologic investigation is indicated, 
according to Fitts, Maxwell, and Horn (Ann. Surg., 
134:29, 1951). These authors analyzed the clinical 
and pathologic data relating to ninety-seven female 
breasts operated upon for the symptom of nipple 
discharge. 

Although the majority of such cases are found 
to have some kind of benign lesion associated with 
ductal stasis, surgical exploration is nevertheless 
indicated in view of the fact that 25 per cent of 
the cases are due to carcinoma. This is true 
whether or not a palpable mass is noted. 


Post-partum and Postoperative Analgesics 


SomE types of analgesics given to patients during 
the post-partum and postoperative state have the 
disadvantage that they do nothing to improve the 
mood of the patient or to encourage activity and 
may indeed create depression. Coopersmith, there- 
fore, advocates the use of an antidepressant anal- 
gesic mixture containing acetylsalicylic acid, phe- 
nacetin, and amphetamine (Edrisal). He prescribes 
the drug for post-partum patients the day following 
delivery and for postoperative patients as soon as 
administration of morphine or other more power- 
ful analgesics is discontinued. The recommended 
dosages are two tablets at 9 a. M. and one or two 
tablets at 2 p. mM. (Am. J. Obst. & Gynec., 61: 1366, 
1951). 


Coopersmith has found the therapeutic effect 
of the mixture to be remarkable, especially when 
discomfort is associated with depression of mood. 
He believes that it tends to overcome the lethargy 
which at times interferes with early ambulation 
after delivery or operation. 


Dioxyline Phosphate for Angina Pectoris 


Tue search continues for a drug which can be 
given orally for the prevention or reduction in 
number or severity of anginal attacks. In this con- 
nection, Best and Coe have recently reported on 
the use of dioxyline phosphate (Am. J. M. Sc., 
222:35, 1951). This drug is a synthetic compound 
similar to papaverine in chemical structure and 
physiologic activity. It has been shown to cause 
coronary dilatation of a degree and duration equal 
to that of papaverine when equal amounts are 
injected into dogs. 

In the present study, eleven patients with 
arteriosclerotic disease of the coronary arteries 
manifested by classical angina pectoris were given 
the drug in doses of 1.2 Gm. a day. All tablets 
were given in divided doses 3 times a day before 
meals. The effect was judged by the subjective re- 
sponse of the patient and by electrocardiographic 
evaluation, using various tolerance tests. The study 
was controlled by the periodic use of placebos. 

About half the patients had a significant reduc- 
tion in the number and severity of anginal attacks 
and a 50 per cent reduction in average nitro- 
glycerin consumption while taking dioxyline phos- 
phate. About a third of the patients showed an 
improvement in the electrocardiographic pictures 
obtained during the tolerance tests. Mild upsets 
of gastrointestinal function were the only toxic in- 
fluences and these were noted in only a few pa- 
tients. The authors conclude that further experi- 
mental and clinical studies are warranted in regard 
to the use of dioxyline phosphate. 

In this same report the effects of Khellin were 
evaluated in a similar manner. Enteric-coated tab- 
lets of the drug were used, and the tablets were 
given in divided doses 3 times a day before meals, 
the total dose being 120 mg. a day. Symptomatic 
and electrocardiographic responses were similar to 
those reported for dioxyline phosphate. However, 
toxicity was a major problem with Khellin therapy. 
Anorexia, nausea and vomiting, and diarrhea were 
the principal toxic symptoms and, consequently, 
greatly limited the use of the drug in the majority 
of patients. 
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Lumbar Puncture Troubles 


R. Bryce-Smiru and R. R. Macintosh in an inter- 
esting article (Brit. M. J., Feb. 10, 1951) remind 
us that paralysis of the sixth cranial nerve is seen 
occasionally following spinal analgesia. Paralyses 
of several cranial nerves have been noted after 
spinal analgesia, but weakening of the sixth nezve 
is the commonest. . 
The paralysis is seldom noticed until from 3 to 
21 days after the spinal puncture. It is usually pre- 
ceded by severe headache, perhaps dizziness, nau- 
sea, stiff neck, and photophobia. Because the pa- 
ralysis is almost always unilateral, it is fairly evi- 
dent that it is not due to any toxic effect of the 
analgesic. The impression is that, with the drain- 
age of cerebrospinal fluid, the brain sags and pulls 
on the sixth nerve on one side, the upper one as 
the patient lies with the lower cheek on the pillow. 


Paralysis and Tetanus Antitoxin 
L. B. Davis (J. Nerv. & Ment. Dis., Jan., 1951) 


comments on the paralyses which sometimes fol- 
low the use of antitoxins, and particularly of teta- 
nus antitoxin. Sometimes a patient will have a 
group of muscles paralyzed for about a year. Davis 
suggests that the antihistaminics be used whenever 
a patient shows marked reaction to serum shortly 
after the injection of antitoxin. 

Most of the patients recover but a few have 
some residual paralysis. Fear of this, however, 
should not discourage the use of tetanus antitoxin 
when it is needed. 


Progesterone for Prostatic Cancer 


Tue use of progesterone for treatment of patients 
with cancer of the prostate which has relapsed 
after previously responding to orchiectomy and/or 
estrogen therapy has been reported for a few cases 
by Trunnell and co-workers (J. Clin. Endocrinol., 
11:663, 1951). Progesterone was selected for thera- 
peutic trial in the hope that it would provide a 
physiologic means of suppressing androgen _pro- 
duction. This seemed desirable because of Huggins’ 
belief that relapse in patients treated by orchiec- 
tomy is the result of a gradually increasing adrenal 
output of androgens. 

On the basis of their limited experience to date, 
the authors imply that there is about a _ fifty-fifty 
chance that progesterone will help the patient in 
whom there has been a relapse of prostatic cancer. 
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Improvement is marked by a decrease in acid phos- 
phatase levels, moderate to complete relief of pain, 
increase in appetite, and weight gain. In patients 
who are not benefited by progesterone, usually 
nothing happens, but occasionally there may be an 
aggravation of symptoms referable to the cancer. 
Study of the problem is being continued, and the 
authors are currently using a daily intramuscular 
dosage of 100 mg. of progesterone in 80 per cent 
sesame oil and 20 per cent benzyl alcohol. No in- 
formation has been made available yet on the du- 
ration of remissions induced by administration of 


the drug. 


Shock from Acidosis 


A FuLt explanation for the severe shock which 
supervenes in cases of clinical acidosis due to such 
conditions as diabetes or uremia has never been 
given. On the basis of studies of acidosis in ex- 
perimental animals, Lange and co-workers believe 
that the explanation is somewhat as follows: When 
the pH of the blood falls there is a progressive 
lowering of peripheral resistance. At first the sys- 
tolic blood pressure is maintained as a result of 
increased stroke volume of the heart. The mark- 
edly increased cardiac output does not permit the 
venous oxygen content to fall as it does in surgical 
shock, which is not associated with an increased 
cardiac output. Finally, with increasing acidosis 
the heart is no longer able to compensate for the 
lowered peripheral resistance, and a fall in blood 
pressure with a shock-like picture results (Am. J. 
M. Sc., 222:61, 1951). 

These studies seem to indicate that in cases of 
clinical acidosis it is important to use energetic 
measures for relief of the acidosis, as well as to 
employ standard procedures for the relief of de- 
hydration and shock. 


Tracheotomy 


Sometimes the problem of maintaining a clear 
airway after an operation or in the case of severe, 
debilitating disease cannot be solved by usual 
methods (postural drainage, catheter suction, res- 
piratory stimulation, liquefying expectorants, bron- 
choscopic aspiration). Under such circumstances 
tracheotomy offers a safe and usually effective 
method of treatment. By this means relatively in- 
experienced personnel can keep the airway clear 
in a patient with a severely impaired cough mech- 
anism (J. P. Atkins, ].A.M.A., 146:241, 1951). 
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Anticoagulant Therapy in Acute Frostbite 


On tHE Basis of their experience with the use of 
anticoagulants in treatment of severe frostbite, 
Theis, O’Connor, and Wahl believe that this 
method immeasurably improves the prospect for 
recovery without serious loss of tissue (].A.M.A., 
146:992, 1951). They believe that anticoagulant 
therapy to be effective naust be started within six- 
teen hours after exposure. They recommend that 
heparin sodium be given intravenously as soon as 
possible in doses of 50 mg. intravenously every 
three hours. Simultaneously, Dicumarol is given 
according to standard methods, and when the pro- 
thrombin level is between 10 and 20 per cent, 
heparin sodium is stopped. The usual duration of 
anticoagulant treatment should be about ten days. 

In addition to this method, strict surgical asepsis 
to the frostbitten area is carried out, and it is 
allowed to thaw at room temperature. Antibiotics 
are administered daily for at least a few days or 
until the oral temperature is normal. Pressure 
bandages are applied to the extremity to a level 
well above the expected level of tissue damage, in 
order to minimize extravasation of plasma due to 
edema and _ blistering. These investigators have 
abandoned the use of lumbar paravertebral blocks 
because of the hazard of hemorrhage from deep 
needle punctures in the presence of anticoagulant 
therapy. 


Having used this routine of treatment during the 
past two winters, the authors are convinced that 
the results of treatment of acute frostbite with 
anticoagulants were far more satisfactory than those 
observed in previous years when the anticoagulants 
were not employed. 


Topical Use of Bacitracin 


AttHoucu bacitracin is a potent bactericidal anti- 
biotic, it is seldom used for its general effect be- 
cause of the high risk of renal complications. 
Nevertheless, it is useful and safe for the topical 
treatment of skin infections and related disorders. 
When employed for this purpose, it has the dis- 
tinct advantage over some other bactericidal agents 
that it is unlikely to cause sensitization. It has a 
very low-allergic index, and at the same time, it 
is remarkably effective in curing many types of 
skin infections. 

This fact is exemplified in a recent report by 
Finnerty, who used bacitracin for topical therapy 
in eighty-three cases, seventy-five of which rep- 


resented a wide variety of accessible pyodermas 
(New England J. Med., 245:14, 1951). He used 
either an ointment containing 500 units of baci- 
tracin per gram of petrolatum or compresses with 
an optimal concentration of 500 units of bacitracin 
per cc. Cures were effected in 61.5 per cent, marked 
improvement in 30.1 per cent, and moderate im- 
provement in 6 per cent of the cases. During the 
course of the study, bacitracin became the dressing 
of choice for all minor office electrosurgery and 
for operative procedures such as moles, skin can- 
cers, and warts. 


Control of Vomiting Caused by Terramycin 


Tue oral administration of aureomycin or terra- 
mycin is frequently a cause for heartburn, nausea, 
or vomiting. These unpleasant side effects can be 
minimized by means of the simultaneous adminis- 
tration of colloidal aluminum hydroxide, but this 
substance has the disadvantage that it interferes 
with absorption of the antibiotic. Milk is also effec- 
tive in controlling gastric irritation, but is not well 
tolerated by all patients and cannot be used in cer- 
tain types of diet. 

After a trial of various antacids, Parsons and 
Wellman found that sodium bicarbonate is an 
effective drug for prevention of digestive discom- 
fort following oral administration of terramycin 
(Proc. Staff Meet. Mayo Clin., 26:260, 1951). 
These investigators showed that when patients 
took one tablet (0.3 Gm.) of sodium bicarbonate 
for each capsule (250 mg.) of terramycin, there 
was almost no tendency for the terramycin to pro- 
voke heartburn, nausea, and vomiting, and at the 
same time the absorption was adequate, judging 
from serum levels. 


Prevention of Strokes 


Can the onset of cerebral apoplexy be delayed or 
prevented by meticulous care in the prevention, de- 
tection, and treatment of cardiocirculatory insufh- 
ciency—for example, by the early recognition and 
vigorous treatment of heart failure or shock? Yes, 
according to a study based on 542 cases in which 
autopsies were performed at the Philadelphia Gen- 
eral Hospital (Wilson et al., ].A.M.A., 145:1227, 
1951). 

This seems to be an opinion worth accepting, 
at least tentatively. At the same time, clinical test- 
ing of this idea is just the sort of research problem 
that should appeal to the general practitioner. 
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“Oxygen Poisoning” 


Patients with hypoxemia due to pulmonary em- 
physema or fibrosis of the lungs sometimes develop 
acidosis as a consequence of carbon dioxide reten- 
tion. Under such circumstances, the oxygen-want 
serves as an important mechanism for stimulating 
ventilation. The administration of oxygen, there- 
fore, has inherent danger. As hypoxemia tends to be 
relieved, pulmonary ventilation may decrease, with 
a consequent rise in carbon dioxide retention and 
aggravation of acidosis. 

Beale and co-workers warn of the possibility of 
adverse effects of oxygen administration to pa- 
tients with respiratory acidosis, and recount their 
experiences with a case of bronchial asthma in 
which respiratory acidosis was aggravated by ad- 
ministration of oxygen (New England J. Med., 
244:710, 1951). The clinical effects they observed 
were delirium, stupor, and coma. These manifesta- 
tions were relieved when oxygen therapy was 
withdrawn. 


Digitoxin Toxicity 


CrystaLinE, weighable forms of digitalis are be- 
ing used more and more in the treatment of heart 
failure, mainly because dosage can be determined 
with absolute accuracy. Digitoxin is among the 
most popular of these forms of digitalis, partly be- 
cause of the widely published writings of Gold 
and partly because the oral dose is reported to be 
the same as the intravenous dose. In other words, 
digitoxin is almost completely absorbed when 
given by mouth. 

There is no question that digitoxin is a very 
valuable drug, but as Moody shows in a recent re- 
port, some experience is necessary with it, if the 
physician is to stay out of trouble (Am. Int. Med., 
39: 1349, 1951). Digitoxin has a slow cumulative 
action, so that full toxic effects may not be appar- 
ent until some weeks after the drug is started. 
Even then, serious signs of digitalis intoxication 
without marked symptoms may occur. This im- 
plies that the physician must be more alert for the 
detection of signs than is the case when some other 
forms of digitalis are used. Furthermore, digitoxin 
is slowly eliminated, and toxicity may: persist for 
as long as a week after the drug is discontinued. 

Finally, there has been too much tendency on 
the part of physicians to assume that a dose of 
1.2 mg. is a standard digitalizing dose. Actually, 
this is the correct dose in only about 75 per cent 
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of patients. Others need larger or smaller amounts; 
as with other forms of digitalis, dosage is an indi- 
vidual problem. 

Long experience with whole-leaf digitalis has 
made it possible for most physicians to adjust the 
dose of this form of the drug to the needs of the 
individual without difficulty. Until a physician 
has gained similar experience with digitoxin, ob- 
viously he must be more than ever alert for evi- 
dences of toxicity. 


Acute Puerperal Mastitis 


Acute puerperal mastitis continues to be a serious 
complication on an obstetric service and is seen 
most often within the first six weeks of the puer- 
perium. Until some method is devised for complete 
prevention of this complication, emphasis must 
be placed on early and thorough treatment, accord- 
ing to Hesseltine and Priddle (Am. J. Obst. & 
Gynec., 61:1370, 1951). They point out that the 
objective of treatment is the prevention of sup- 
puration, and that the earlier treatment is started, 
the more likely it is to be successful. 

Nursing mothers should be instructed to re- 
port promptly to the physician any discomfort or 
other change in the breasts. When mastitis is diag- 
nosed, the breast must be rested by a supporting 
brassiere or binder and by immediate and complete 
discontinuance of nursing, breast pumping, or man- 
ual expression. Although various antibiotics and 
chemotherapeutic agents may be successful in pre- 
venting suppuration, the authors favor the use of 
penicillin. After an initial dose of the drug in a 
form which is rapidly absorbed, it is given as the 
repository form in doses approximating 600,000 
units twice a day. 


Bronchial Adenoma 


ApENoMa of the bronchus is a neoplasm which 
has a potentiality for becoming malignant, but dif- 
fers in most respects from bronchiogenic carcinoma. 
The adenoma usually occurs in a major bronchus. 
There is a long history, beginning as a rule before 
the age of 50 years. Hemoptysis and the complica- 
tion of recurring attacks of lower respiratory infec- 
tion are frequent symptoms. Evidence of obstructive 
atelectasis may be present, and the lesion is more 
often visible through the bronchoscope than is the 
case with cancer. In addition, the disease is en- 
countered as often in women as in men, and such 
general symptoms as weakness and fatigue are not 
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usually encountered nearly so often as in cancer. 

Nevertheless, in spite of the apparent benign- 
ancy of the lesion in most cases, Delarue believes 
that some type of resection of lung appears to be 
the treatment of choice (J. Thoracic Surg., 21:535, 
1951). This opinion is derived from the author's 
personal experience with twenty-six cases of bron- 
chial adenoma and is a concession to the definite 
potentiality toward malignant degeneration. He 
feels that bronchoscopic removal should be used 
only for patients who are too ill to undergo tho- 
racotomy. 


Minimal Pulmonary Tuberculosis 


AT PRESENT there is a strong trend toward the em- 
ployment of more aggressive forms of treatment 
for minimal pulmonary tuberculesis confined to 
the apex of one lung. It is believed that bedrest 
alone is inadequate in such cases and must be sup- 
plemented, therefore, by the use of such procedures 
as pneumothorax, limited thoracoplasty, segmental 
resection, or administration of streptomycin. 

Support for this idea is obtained from the study, 
recently reported by Paine, in which it was found 
that in cases of minimal pulmonary tuberculosis, 
the use of bedrest alone was followed by progres- 
sion of the disease in 57 per cent, whereas the 
combined use of bedrest and pneumothorax was 
followed by progression of the disease in only 19 
per cent (Am. Rev. Tuberc., 63:644, 1951). 


Enlarged Gastric Rugae 


Curonic enlargement of the gastric rugae as dem- 
onstrated by repeated x-ray studies, most often 
signifies chronic gastritis, according to a study cor- 
relating roentgenologic, gastroscopic, and pathologic 
findings by Vaughan, Gunter, and Erwin (Radi- 
ology, 56:813, 1951). 

Such enlargement of gastric rugae is more com- 
monly found in men than in women. In about a 
third of the cases studied, there were symptoms 
suggesting the diagnosis of peptic ulcer. In other 
patients there were such vague complaints as pe- 
riodic nausea or vomiting, epigastric distress, and 
anorexia. Some degree of gastric bleeding may be 
expected in between 30 and 40 per cent of cases, 
but massive hemorrhage is rare. There are no con- 
stant findings with regard to the amount of free 
hydrochloric acid in the stomach after administra- 
tion of histamine. The most important lesion to be 
differentiated is carcinoma. 


Duodenal Ulcer in Children 


AttHoucH duodenal ulcer is uncommon in child- 
hood, thought should be given to this diagnostic 
possibility when there is a history of repeated epi- 
sodes of generalized or localized abdominal pain 
with nausea and vomiting (Alexander, F. K.: Radi- 
ology, 56:799, 1951). 

The etiology of peptic ulceration of childhood 
is obviously different from that in adults in that 
a relationship of the disease to personality factors 
cannot be shown. The ulcer is usually quite shal- 
low, shows a tendency to bleed readily in patients 
under 2 years of age, and seldom gives the symp- 
tom complex of “pain, food, ease,” which is appar- 
ent in adults. The question as to whether duo- 
denal ulcer in children heals and stays healed, or 
whether there is persistence of the ulcer or periodic 
recurrence, cannot be answered on the basis of 
experience to date. 


Sexual Function After Sympathectomy 


Operations on the sympathetic nervous system are 
followed by a number of secondary effects, includ- 
ing postural hypotension, cardiac symptoms, hyper- 
hidrosis of the undenervated areas, accentuation of 
the vasomotor tonus of the undenervated areas, 
temporary disturbance of gastrointestinal-tract func- 
tion, Horner’s syndrome, and derangement of sex- 
ual function. 

Recently Whitelaw and Smithwick have re- 
ported in some detail on such derangement of 
sexual function in men (New England J. Med., 
245:121, 1951). They have found that transtho- 
racic dorsal sympathectomy and splanchnicectomy 
caused disturbance of penile erection in 57 per 
cent of patients but had no permanent effect on 
ejaculation and therefore did not seriously inter- 
fere with sexual intercourse. On the other hand, 
lumbodorsal or bilateral lumbar sympathectomy 
caused permanent loss of ejaculation in a large 
number of patients (21 and 54 per cent respec- 
tively). 

On the basis of their studies, the authors be- 
lieve that satisfactory sexual function can be main- 
tained in almost all cases if the first lumbar gan- 
glia are left intact or even one first lumbar gan- 
glion and one twelfth dorsal. They point out that 
most men who are to undergo sympathectomy for 
treatment of serious cardiovascular disorders do not 
wish to have possible changes of sexual function 
corisidered in the decision concerning exactly what 
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ganglia should be removed. They are convinced, 
however, that the patient should always be ap- 
prised of the possibilities in this regard before 


operation. 


Prolonged Intravenous Therapy 


A meEtTHop for avoiding frequent venipunctures 
in patients who require long-term intravenous 
therapy, is reported by Bonner, who inserts a 
length of polyethylene plastic tubing into the fem- 
oral vein and leaves it in place over long periods 
of time (New England J. Med., 245:97, 1951). 
The tubing is inserted a distance of six to eight 
inches through a 14-gauge needle which has been 
previously put into the femoral vein, after which 
the needle is withdrawn, care being taken to keep 
the tubing from pulling out. The tubing is secured 
by a purse-string suture around the point of en- 
trance into the skin and by a second suture secur- 
ing a loop of the tubing to the thigh. A 19-gauge 
needle is inserted into the distal end of the tubing 
and serves as the point of entrance of intravenous 
fluids. 

When the tubing is not in use, it is kept filled 
with 0.5 cc. of heparin. Bonner reports that the 
tube can be used again after an interval as long as 
two weeks, providing that it has been kept filled 
meanwhile with heparin. The total length of time 
of intubation in one case was 130 days. 

Although there is some tendency for clots to 
form around the tube, such thrombi remain firmly 
attached to the wall of the vein, and the risk of 
pulmonary embolism appears to be slight. Having 
used this technique in twenty-three cases, the au- 
thor estimates that he has thereby avoided 450 
venipunctures. In addition, the intrafemoral tube 
permits the patient to move about freely while it 
is not in use. 


T. Bennixe, of Copenhagen, Denmark, noted that 
the diagnosis of infectious mononucleosis was made 
in the cases of 20 per cent of 835 patients ad- 
mitted to a hospital with what looked like acute 
tonsillitis (Arch. Int. Med., Feb., 1951). Of these 
patients 99 were treated with penicillin, while 67 
controls were not given the drug. 

The penicillin had no effect on the duration of 
the fever, the presence of exudate in the throat, 
or the persistence of soreness, and the average stay 
in the hospital was the same for both groups. 
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Hemopericardium from Dicumarol Therapy 


HEMopERicaRDIUM complicating myocardial 
farction has previously been reported only in cases 
in which there was rupture of the myocardium or 
of a coronary vessel. Recently, Goldstein and Wolff 
have reported three cases in which hemopericar- 
dium seemed to result from the lowered prothrom- 
bin values attending administration of anticoagu- 
lant therapy in the form of Dicumarol (J.A.M.A., 
146:616, 1951). There was no evidence of myo- 
cardial rupture in these cases, and the authors be- 
lieve that the blood in the pericardial sac resulted 
from oozing at an area of pericarditis. 

Here then is another complication of anticoag- 
ulant therapy for which we must be alert. The pos- 
sibility that hemorrhagic pericarditis is present 
should be suspected when there is persistence or 
recurrence of a friction rub, recurrence of cardiac 
pain, evidence of pericardial effusion, or signs of 
cardiac tamponade in the form of elevation of 
venous pressure and sudden collapse. Such mani- 
festations would be an indication for withdrawal 
of anticoagulant therapy and institution of mea- 
sures intended to restore prothrombin values to 
normal. In addition, a pericardial tap should be 
done when there are signs of acute cardiac com- 
pression. 


Bronchiolitis in Infancy 


A stupy has been made by Henderson and Rosen- 
zweig of bronchiolitis in 457 infants and children 
admitted to Children’s Hospital in Detroit (Armed 
Forces Med. ]., 2:943, 1951). This disease is en- 
countered mainly in the winter and spring, and a 
specific etioligic agent has not been identified. 
The syndrome may merely represent the infant's 
response to a prevailing organism, which in older 
persons elicits only mild upper respiratory symp- 
toms. 

The main pathologic changes are found in the 
bronchioles, which are inflamed and plugged with 
leukocytes, mucoid material, and debris from epi- 
thelial cells. 

Clinically, the disease begins like any minor 
upper respiratory tract inflammation. However, 
after one to seven days, symptoms rapidly progress 
in severity. Then the cough becomes most distress- 
ing. Wheezing and manifestations of hypoxia ap- 
pear, including restlessness and cyanosis. Labored 
respiration is attended by prolongation of the ex- 
piratory phase. The chest is tympanitic, the breath 
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sounds distant, and many rales are heard through- 
out. In severe cases, tachycardia is out of propor- 
tion to the fever, which is usually only moderate. 
This tachycardia, along with abnormalities in the 
electrocardiogram, suggest that myocarditis may 
sometimes be a feature of the disease. There are 
no distinctive laboratory findings. Usually the 
leukocyte count is below 15,000. The course varies 
with the severity of the disease and the treatment 
instituted. In most patients the cyanosis and rest- 
lessness gradually disappear, and the patient re- 
covers. 

Treatment should be directed to the relief of 
hypoxia by administration of oxygen along with 
water vapor. The high humidity tends to decrease 
both the amount and the viscosity of bronchial 
secretion and, therefore, to relieve the bronchiolar 
obstruction. General supportive and symptomic 
measures, with good nursing care, are of primary 
importance. As a rule, bronchiolitis does not re- 
spond to the administration of antibiotics or chemo- 
therapeutic agents. Nevertheless, it seems advisable 
to administer some kind of anti-infective drug, if 
for no other reason than to prevent the entry of 
secondary invaders. 


Hyperthyroidism with “Normal” B.M.R. 


Tue use of newer tests for thyroid function (se- 
rum iodine level, radioiodine uptake) makes pos- 
sible the diagnosis of hyperthyroidism in some 
patients in whom the B.M.R. is normal, according 
to Werner and Hamilton (J.A.M.A., 146:450, 
1951). 

These authors stress that no single test nor com- 
bination of tests of thyroid function will establish 
beyond question a diagnosis of hyperthyroidism. 
They report an experience with fifteen patients in 
whom there was clinical su'cion of hyperthyroid- 
ism on account of such manifestations as nervous- 
ness, weight loss in spite of good appetite, and 
tachycardia, but in whom B.M.R. determinations 
were within normal limits. When it was found 
that the serum iodine values and radioiodine tracers 
uptakes were like those usually encountered in 
cases of hyperthyroidism, treatment with antithy- 
roid drugs was started. Weight gain and disappear- 
ance of symptoms resulted from this treatment in 
all patients but one, not adequately followed. 

It is stressed that rigid critera of diagnosis by 
special laboratory methods must be maintained if 
needless treatment of countless neurotic and hyper- 
tensive patients is to be avoided. 


ACTH Action 


In us scholarly discussion of the integrative action 
of the endocrine system, Means concludes with 
some remarks on the use of ACTH and Cortisone 
(Ann. Int. Med., 39:1311, 1951). 

He points out that heretofore the use of hor- 
mones for the treatment of disease has largely been 
in the form of substitution therapy. Examples are 
the administration of proper amounts of thyroid 
extract in the treatment of myxedema or the in- 
jection of insulin for control of diabetes. 

On the other hand, when large doses of Cor- 
tisone or ACTH are given in a host of diseases, 
it is certainly not substitution therapy in the usual 
meaning of the word. The principle here is alto- 
gether different, consisting of the administration 
of a great excess of the hormone in the hope of 
thus neutralizing some injurious process which is 
causing the illness. 

Means likens the situation to “that in which 
one tries to bring to even keel a boat with a list 
to starboard by putting a load to port. Perhaps the 
boat is righted, but the original situation has not 
been restored. The boat is more heavily laden than 
it was and, if the load imposed is too heavy, the 
boat may sink!” He warns that ACTH therapy, 
although productive of immediate symptomatic ben- 
efit, must be looked upon as, in its fundamental 
nature, disintegrating—that its use should be gov- 
erned with that concept in mind. 


Mirror Laryngoscopy 


THERE are obvious advantages to the use of the 
laryngeal mirror as a screening technique for dis- 
eases of the larynx. Unfortunately, some physicians 
never acquire facility with this kind of examina- 
tion. A list of rules to help in this regard is pre- 
sented by Morse (Armed Forces Med. ]., 2:833, 
1951). They are as follows: 

1. The patient should be seated well back in 
the chair with the head and shoulders forward and 
the chin extended. 

2. A mirror which is small enough to fit be- 
tween the tonsils without touching them, thus de- 
creasing the patient's tendency to gag, should be 
used. 

3. The mirror should be warmed to body tem- 
perature before use. 

4. The tongue should be grasped between the 
thumb and third finger with a folded piece of 
gauze, the thumb being on the upper surface of 
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the tongue, thus liberating the index finger to 
hold the upper lip out of the way. 

5. Gagging should be controlled by asking the 
subject to breathe deeply through the mouth. If 
this does not suffice, a small amount of a local 
anesthetic may be sprayed on the posterior pha- 
ryngeal wall. Either 2 per cent Pontocaine or 4 
per cent cocaine is effective and quite safe. 

6. Having the patient phonate will often aid in 
obtaining a better or a more complete view. 


Débridement of Burns 


Rapip removal of the necrotic slough which covers 
the surface of a severe burn is important in its 
healing. Phosphoric acid gel applied locally is an 
excellent substance for this purpose according to 
Schweitzer and Bradsher, who report its use in a 
small group of patients (New England J. Med., 
244:705, 1951). The material is prepared by add- 
ing phosphoric acid (85 per cent) to Surgical Lu- 
bricant containing sodium alginate, glycerin, and 
tragacanth, with small amounts of boric acid and 
dihexylin as a germicidal agent. The authors re- 
port that topical application of the phosphoric acid 
gel leads to early débridement of the burn and 
provides a surface which is more suitable for skin 
grafting. The time for healing is shortened and 
the incidence of complications is reduced. 


Pulmonary Changes After Cholecystectomy 


IN AN EFFORT to appraise the incidence and sig- 
nificance of pulmonary changes following chole- 
cystectomy, Rudnikoff and Headland studied post- 
operative x-ray films of the chest in forty cases 
(J.A.M.A., 146:989, 1951). The authors selected 
the fourth day after operation because it is their 
impression that almost all patients undergoing sur- 
gery in the upper abdomen will have some kind 
of pulmonary abnormality in the immediate post- 
operative period. By waiting until the fourth day 
before making the chest films, evanescent pulmo- 
nary changes were therefore excluded from the 


‘series. 


During operation three of the patients were 
given spinal anesthesia, the remainder received in- 
halation anesthesia. Twenty-eight of the patients 
(70 per cent) showed changes in the chest films 
not previously present. These were interpreted as 
plate-like atelectases, patchy or extensive atelec- 
tases, or bronchopneumonias. The lesions occurred 
bilaterally and on either the right or left side. In 
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ten cases (25 per cent), there were symptoms and 
signs of sufficient clinical significance to require 
additional treatment for the pulmonary complica- 
tions. Only one patient died. This was the result 
of massive pulmonary embolism. 

The authors conclude that pulmonary lesions 
are more commonly present after operations in the 
upper abdomen than has been previously reported. 
For prevention of such complications, they advo- 
cate a postoperative regimen including avoidance 
of excessive sedation before and after operations, 
prevention of dehydration, avoidance of restrictive 
dressings and covers which interfere with the 
normal excursions of the chest wall, and the use 
of early ambulation. In a small number of the 
patients studied, there were residual abnormalities 
in the lung roentgenograms at the time of dis- 
charge from the hospital. Rudnikoff and Headland 
wonder if such changes might offer some explana- 
tion for the prolonged postoperative debility which 
is observed in some persons. 


Sterility in the Male 


H. Bayte and C. Gouygou reported interesting 
studies in which, during the course of operations 
performed in an attempt to reunite the epididymis 
with the vas deferens, they made 207 biopsies of 
the epididymis (Presse méd., Jan. 24, 1951). They 
did the work on 120 men between the ages of 31 
and 41: men who had no sperm in the ejaculate 
because of an obstruction, usually in the epididy- 
mis, and usually due to an old gonorrhea. 

Interestingly, spermatozoa were still present in 
177 of the specimens. Evidently, the formation of 
spermatozoa by the testicle is not ended when 
there is an obliteration of the exit pathway. 

Theoretically, then, an operative re-establish- 
ment of the connection between the testicle and 
the vas should restore a man’s fertility. The trouble 
is that in most of the cases the operation is not 
successful. 


Diabetic Gangrene 


From THE University of Tennessee comes a report 
of great success in the treatment of a few cases of 
diabetic gangrene by local application of a mix- 
ture of streptokinase, streptodornase, and aureomy- 
cin (V. McVay and D. H. Sprunt, Arch. Int. Med., 
87:551, 1951). Results certainly seem to justify 
further trial of the method in a larger group of 
patients. 
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Prophylaxis of Bacterial Endocarditis 


For some time*it has been accepted that patients 
with rheumatic heart disease or congenital heart 
disease who are to undergo procedures such as den- 
tal extraction or cystoscopic examination, should 
receive a sulfonamide or penicillin before and after 
the procedure, for the purpose of preventing bac- 
terial endocarditis. This method should be extended 
to other patients, according to Lichtman and Mas- 
ter (M. Ann. District of Columbia, 19:663, 1950). 

As a result of careful post-mortem examinations, 
these workers found that valvular lesions are very 
common in persons over fifty, although often not 
obvious clinically. They recommend, therefore, that 
patients in this age group, who are to undergo 
operation or certain diagnostic or manipulative pro- 
cedures, should receive penicillin prophylaxis to 
obviate the development of bacteremia and_bacte- 
rial endocarditis. Their dosage schedule for peni- 
cillin prophylaxis is as follows: 300,000 units intra- 
muscularly twenty minutes before operation, 
300,000 units thirty minutes after operation, and 
an additional 300,000 units twelve to eighteen 
hours thereafter. 


Lye Burns and Strictures of Esophagus 


Tuere has been some question about the optimum 
time to begin dilating an esophagus that has been 
seriously burned by swallowing lye. Some author- 
ities have favored early dilation, others have rec- 
ommended waiting several weeks. 

Bosher and co-workers have attempted to shed 
light on this problem by conducting an experi- 
mental study with dogs (J. Thoracic Surg., 21:483, 
1951). They found that the pathologic changes in 
the esophagus during the first ten days following 
a serious lye burn are such that it is illogical to 
begin dilating procedures during that period, and 
that such procedures may actually delay repair. 
They conclude that the early use of vigorous  dilat- 
ing methods is unsound. 


Bacteriuria During Pregnancy 


In A group of forty-eight patients selected at ran- 
dom during regular prenatal studies, Bernstine and 
Warren found that twenty-two of the patients had 
bacteriuria when urine cultures were obtained (Am. 
]. Obst. & Gynec., 61:1329, 1951). About one- 
third ‘of the patients with bacteriuria later devel- 
oped evidence of urinary tract infection during the 


puerperal state. None of the patients without bac- 
teriuria developed such morbidity. The authors 
conclude that bacteriuria during pregnancy may 
be more frequent than is ordinarily suspected, and 
that it should be treated as any urinary tract in- 
fection, even though there are no other signs of 
infection at the time. 


Antibiotic Antagonism 


For some diseases, antibiotics in combination are 
more effective than a single antibiotic. However, 
discriminating choice of the substances to be used 
in combination is quite important, according to 
Jawetz and co-workers (Arch. Int. Med., 87:349, 
1951). These authors found that chloramphenicol 
and penicillin have antagonistic effects in vitro with 
both Gram-positive and Gram-negative organisms 
and in vivo in a streptococcic infection of mice. 
The antagonism occurred only if chloramphenicol 
were given prior to or simultaneously with peni- 
cillin—not if penicillin were the first of the drugs 
administered. 

The phenomenon does not appear to be one of 
mutual antagonism between the two drugs, but 
rather an interference of chloramphenicol with the 
early bactericidal or therapeutic effect of penicillin. 
The two drugs do not appear to interact in a phys- 
ical or chemical way resulting in inactivation. Prob- 
ably chloramphenicol modifies the characteristics 
of the bacterial population, so as to make it less 
susceptible to penicillin action. 


Prevention of Rheumatic Fever 


WaNnNnAMAaKER and his co-workers (Am. J. Med., 
May, 1951) bring confirmation to earlier reports of 
the prophylaxis of acute rheumatic fever by means 
of penicillin treatment of streptococcal respiratory 
infections. They recommend procaine-penicillin-G 
in peanut or sesame oil containing 2 per cent alu- 
minum monostearate in 2 doses of 600,000 units each 
with seventy-two hours between injections, or a 
schedule of 300,000 units stat followed by 300,000 
units and 600,000 units at forty-eight hours and 
ninety-six hours respectively. 

Effective use of the technique obviously _re- 
quires readiness on the part of the physician to 
start treatment whenever he has the slightest sus- 
picion that streptococcal infection is present. Sus- 
picion heightens when symptoms of respiratory in- 
fection are accompanied by exudate on the pharynx 
or tonsils. 
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and Emotion 


Ir nas long been suspected that emotion has some- 
thing to do with diabetes mellitus, but according to 
Joslin and others there is no evidence to show that 
the strong emotions such as occur during a war 
ever produce diabetes in soldiers. 

Recently L. E. Hinkle, Jr., and Stewart Wolf 
reported at a meeting of the American Society for 
Clinical Investigation that among diabetics, sudden 
large changes in blood sugar level occurred during 
stress. The blood sugar can fall as much as 80 mg. 
per cent in 60 minutes and as much as 59 mg. per 
cent in 1] minutes. It can also rise 41 mg. per cent 
in 15 minutes. The direction of the change ap- 
peared to be related to the subject's attitude to- 
ward the disturbing situation as well as to his pre- 
vious metabolic state. 

The writers conclude that a study of the patient 
and his experiences and attitudes can be impor- 
tant in the management of diabetes mellitus. 


Aureomycin for Peritonitis 


Wricut and his co-workers believe that aureomy- 
cin is the antibiotic of choice in the therapy of 
peritonitis, basing this belief on an experience in 
the treatment of 235 consecutive, unselected cases 
of peritonitis from all causes (Surg., Gynec. & 
Obst., 92:661, 1951). They recommend that the 
drug be administered intravenously in 500 mg. 
doses twice daily, substituting oral administration 
of a similar dose as soon as gastrointestinal decom- 
pression can be discontinued. They have found 
the glycinated form of aureomycin to be prefer- 
able, since it does not produce the phlebitis pre- 
viously encountered when aureomycin hydrochlo- 
ride was given by vein. 


Chloramphenicol Therapy in Meningitis 


CHLORAMPHENICOL has previously been shown to 
be remarkably effective for influenzal meningitis 
of infants. Now McCrumb and co-workers report 
this drug also to be effective in the treatment of 
meningococcic meningitis (Am. ]. Med., 10:66, 
1951). 

This knowledge is valuable in the management 
of a patient with purulent meningitis in whom a 
bacteriologic diagnosis has not yet been made. In 
this kind of case, pneumococcic meningitis usually 
will be diagnosed rapidly by finding a Gram-posi- 


tive diplococcus in the spinal fluid smear. The di- 


GP © October, 1951 


agnosis of influenzal meningitis or meningococcic 
meningitis may not be so readily made. Obviously 
then, the use of chloramphenicol may be prefer- 
able, because it is effective against either type of 
infection. Of course, efforts to establish a specific 
etiologic diagnosis must be continued. 

A practical dosage schedule for chloramphenicol 
treatment of meningitis in adults provides an ini- 
tial dose of 3 Gm., followed by 1 Gm. every eight 
hours until acute manifestations of the disease have 
disappeared. Children require approximately one- 
half to two-thirds the adult dose. 


Pain in Phantom Limb 


Dr. Bertram Feinstein recently reported that 95 
per cent of amputees will experience sensations 
which come from the missing member, well called 
a phantom limb. Out of 180 such persons studied 
at the University of California, 35 per cent had 
experienced distress or pain, varying from a gnaw- 
ing or tingling sensation to excruciating pain or 
cramping sensations. 

Feinstein found that this pain could often be 
relieved by the injection of a 6 per cent solution 
of sodium chloride into appropriate vertebral inter- 
spaces. The solution first causes pain which radi- 
ates from the back down into the phantom limb, 
but when this effect subsides the pain is gone. 


Farm Accidents 


One quarter of the fatal accidents in this country 
are said to happen on farms, according to a recent 
editorial (].A.M.A., Feb. 24, 1951). In 1939 Powers 
stated that farming is the most hazardous occupa- 
tion in our country. He analyzed 310 accidents oc- 
curring in rural New York State, and treated in one 
hospital. He concluded that there is a deplorable 
lack of preventive measures in the farming indus- 
try. Later, Creevey, in 1942, reviewed a series of 
370 farm accidents. 

Mayo Clinic doctors analyzed 575 similar acci- 
dents, and noted that most of the injuries were due 
to falls, to trouble with farm machinery, and to 
trouble with livestock. There were 396 fractures, 
65 accidents needing amputation, 26 cases of trans- 
verse myelitis, 9 cases of perforated perineal wounds, 
and 7 cases of avulsion of the skin of the penis and 
the scrotum. 

The tractor caused the largest single group of 
accidents due to machinery, and it was closely fol- 
lowed by the corn picker, the corn shredder, and 
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the buzz saw. Axes cause many wounds and many 
deaths are due to falling trees. Gas gangrene and 
tetanus commonly complicate the accidents on the 
farm, and the doctor must constantly be on the 
watch to avoid these. 

J. H. Powers reported a 20-year study of 658 
cases of farming accidents (New England J. Med., 
Dec. 21, 1950). The patients were treated in a hos- 
pital in a rural section of New York State. In order 
of frequency, the accidents were due to farm ani- 
mals, farm tools, and farm machinery. There were 
numerous falls. About one-third of the injuries were 
associated with fractures. There were also extensive 
lacerations, with divisions of nerves, tendons, and 
blood vessels, and an amputation was often needed. 
The mortality rate, which used to be around 5.1 
per cent, has now dropped to 0.8 per cent. 


Tubing for Intravenous Injections 


Latety, physicians have been finding that pliable 
catheters of small diameter are useful for the pro- 
longed injection of solutions into veins. In some 
laboratories such tubing has been used for this 
purpose for many years. There is the advantage 
that the patient can move his arm. 

An article on the subject by Michael Ladd and 
G. E. Schreiner is to be found in the ].A.M.A. 
for March 3, 1951. 

It helps often to push the catheter deeply into 
the veins so that the tip will reach into a larger 
vessel where the injected fluid will immediately be 
diluted sufficiently so that it will not injure the 
vein. Even so, in some cases phlebitis results. 

Small catheters which will pass through a thin- 
walled, No. 18 needle are easiest to insert, and 
they will give least trouble. 


Serum Amylase 


A report from the Mayo Clinic calls attention to 
the fact that parenteral administration of opiates 
produces unquestionable elevation of serum am- 
ylase and serum lipase values (Gross et al., Proc. 
Staff Meet. Maz > Clin., 26:81, 1951). Potentiali- 
ties for mistaken diagnosis of acute pancreatitis or 
pancreatic carcinoma are obvious. Wrong diagnosis 
may be avoided if one is aware of this possible 
source of error, avoids the unthinking acceptance 
of elevated serum enzyme values as unequivocal 
evidence of pancreatic disease, and insists that the 
clinical features, as well as the laboratory data, 
point to pancreatitis or pancreatic carcinoma. 


Vaginitis 


Tue use of a sulfathiazole acid jelly in the treat- 
ment of vaginitis was reported in Postgraduate 
Medicine for March, 1951, by K. J. Karnaky. This 
jelly contains sulfathiazole, lactic acid, acetic acid, 
Tergitol, and a polyethylene glycol. 

Karnaky used this in the treatment of 317 
women with vaginitis. There were 169 cases of in- 
festation with Trichomonas vaginalis, and 139 of 
infestation with Monilia albicans. From two to four 
doses of the jelly were placed in the vagina in the 
office, and one was inserted by the patient on re- 
tiring. A cotton plug was placed at the introitus 
after each application to keep the material from 
running out. 

The results obtained compared favorably with 
those obtained with the use of other preparations 
on the market. The jelly is prepared commercially 
under a trade name and it comes in a single dis- 
posable carton. It should be stored in a cool place. 


Fatality Rate In Bacterial Endocarditis 


IN AssEssING the incidence and costs of treatment 
of bacterial endocarditis in metropolitan Washing- 
ton in 1948, Dowling and Murray turned up the 
surprisingly (to us) high fatality rate of 61 per 
cent (Am. J. M. Sc., 221:612, 1951). They be- 
lieve that their data more nearly reflects the true 
case fatality rate as it existed in the United States 
in 1948 than the rates which have been reported 
in the literature for patients with endocarditis 
treated with antibiotics. They point out that the 
reports in the literature are composed mostly of 
cases from medical centers where particular at- 
tention has been given to the treatment of endo- 
carditis; they do not include patients who died be- 
fore the diagnosis was made, and they do not or- 
dinarily include patients with acute bacterial endo- 
carditis. 


Mercurials Self-Administered 


A practicaL method of providing maintenance 
therapy with mercurial diuretics in congestive 
heart failure is suggested by Krehbiel and Stewart 
(J.A.M.A., May 19, 1951). They educate suitable 
patients in the technique of self-administration of 
mercaptomerin sodium (Thiomerin) subcutane- 
ously. By this method the patient saves time and 
money, and the clinic (or physician) effects a 
reduction in the volume of routine work. 
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Treatment of Amebic Infections 


Q. What are the relative merits of the carbarsone-Diodoquin, 
Aralen and Atabrine methods of treating amebic infections of 
the bowel? Please discuss the effectiveness of the three methods. 


A. Recent work has indicated that Atabrine has 
some effect as an amebicide. However, at the pres- 
ent time its evaluation has not been completed and 
this drug is not recommended for routine use. 

Aralen is the trade name of chloroquine, which 
is effective in the treatment of hepatic amebiasis 
and may be substituted for emetine in the treat- 
ment of that phase of the disease. In the colon 
Aralen is not an efficient drug and, as a single 
drug in therapy, its use is not warranted. In re- 
fractory amebiasis of the colon, a combination of 
Aralen with Milibis, Diodoquin, or aureomycin 
may be indicated. 

Carbarsone has an efliciency of approximately 60 
per cent in colonic amebiasis in the usual doses. 
At the present time it is losing popularity in favor 
of Milibis. A derivative of carbarsone shows prom- 
ise in the treatment of amebiasis and may soon be 
on the market under the name of Thiocarbarsone. 
Experimentally, this drug has been shown to be 
extremely efficient. 

There is controversy at present concerning Dio- 
doquin. Some believe that it is not very efficient, 
whereas others report an efficiency as high as 80 
per cent in the treatment of amebiasis. It is a 
standard drug in therapy but, in the author's ex- 
perience, is somewhat inferior to Milibis. 


Premenstrual Mastodynia 


Q. What is the theory and treatment for premenstrual mas- 
todynia? 


A. Howard C. Taylor, Jr., in an extensive study 
of the effects of vascular congestion and hyperemia 
of the pelvic organs and the breasts, concludes that 
the prementstrual fullness and tenderness of the 
breasts is due in the early stages to congestion; in 
the later stages, fibrosis occurs. 
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Iuformation Please 


Others who describe these breast symptoms as 
one of the features of premenstrual tension feel 
that the tenderness and fullness are due to the 
retention of excessive amounts of sodium and 
water in the tissues. Greenhill and Fried explain 
retention, of sodium as due to the high level of the 
sex sterols in the blood at this time. Certainly the 
fact that most of the symptoms clear up with the 
fall in the estrogen level at the onset of the menses 
fits in with this explanation. 

In regard to therapy, a good supportive brassiere 
will help to relieve congestion especially in the 
pendulous type of breast. During the two weeks 
prior to a period, the patient should be on a salt- 
free diet and should take ammonium chloride, 0.5 
Gm. three times a day. 

Psychosomatic problems should be investigated 
and relieved if possible, as nervous tension seems 
to aggravate the symptoms. Empirically various 
hormones have given relief in some cases. Max 
Cutler advised ovarian residue; others have used 
estrogens, androgens, and progesterone. The fact 
that relief has been obtained by such widely vary- 
ing substances would suggest a large psychosomatic 
element in many cases. 


Barbiturate Addiction 


Q. | am interested in the most recent treatment of barbiturate 
addiction. | particularly have in mind the adrenal cortex com- 
pounds and the avoidance of withdrawal convulsions—on an 
ambulatory basis. 


A. Although Selye, in his text on Stress, states 
that barbiturates can cause adrenal enlargement 
with typical alarm reaction changes, there is little 
indication at present for the use of ACTH in the 
treatment of barbiturate addiction. 

A good review of the problem of barbiturate ad- 
diction by Isbell (Annals of Internal Medicine, 
July, 1950) points out that the treatment of bar- 
biturate addiction has two phases: (1) the gradual 
withdrawal of the drugs, and (2) the subsequent 
rehabilitative and psychotherapeutic treatment. 
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The best technique for preveuting the occur- 
rence of the so-called barbiturate abstinence syn- 
drome, which comes on after a sudden reduction 
of the desage of barbiturates, and includes con- 
vulsions and psychotic behavior, is a gradual re- 
duction in the dosage of the drug, rather than 
an abrupt change. 

If the patient shows evidence of either the con- 
vulsions or the psychotic behavior, it is sometimes 
wise to give him a large dose of the barbiturate 
and then resume the reduction very gradually. 
After withdrawal of the barbiturate is accom- 
plished, it is important to have the patient follow 
up with psychotherapy to remove the fundamental 
cause of the addiction. 


Vasomotor Rhinitis 


Q. In cases of vasomotor rhinitis not responding to allergic 
management please discuss the use of vitamins (dosage?), endo- 
crines (which ones?), and other therapeutic agents which might 
help. 

A. Before one may state that a patient is “not 
-responding to allergic management” in cases of 
vasomotor rhinitis, the following facts should be 
ascertained: (1) Has patient been thoroughly 
studied? (2) Have both scratch and intracutaneous 
tests been done? (3) Has the patient co-operated 
completely? (4) Has treatment been carried out 
over a sufficiently long period of time? CA year 
would be a short time.) (5) Have all foci of in- 
fection been removed? (6) Is there any psycho- 
dynamic problem involved? (7) Elimination diets 
should be tried. 

Vitamins are of no value. 

Cortisone might be used for a short period of 
time if the patient does not respond to the above. 


Amphetamine and Desoxyephedrine 


Q. Please advise as to the difference, effectiveness, cost, etc., 
between amphetamine sulfate and Desoxyephedrine, especially in 
regard to effect in appetite reduction. 

A. Desoxyephedrine (official designation, meth- 
amphetamine; trade names, Norodin, Desoxyn) is 
the methyl derivative of amphetamine (trade 
name, Benzedrine). The introduction of a methyl 
group into the molecule results in a reduction in 
sympathomimetic action (cf. Grollman, A.: Phar- 
macology & Therapeutics, Lea and Febiger, 1951, 
p- 210). However, the general actions and side-ef- 
fects of the two compounds are essentially the 
same. The retail cost of the available preparations 


of methamphetamine is about 20 per cent higher 
than those of amphetamine. Both compounds exert 
similar effects in reducing appetite or, more cor- 
rectly stated, in mitigating the effects of hunger. 


Incomplete Intercourse 


Q. | would like information concerning treatment for the fol- 
lowing case: White female, 41 years of age, complaining of in- 
ability to reach climax during intercourse. First noted about 12 
months ago. There is normal desire and reaction up to certain 
point, then all sensation is gone without having orgasm. There 
is no pain or discomfort during intercourse. Menses are normal 
occurring every 28-30 days, lasting 4-6 days with normal flow, 
slight cramps, 3 normal deliveries. Past history showed opera- 
tions for appendicitis at which time right ovary was removed 
(reason not known) at age of 14. Uterine suspension at age 25, 
negative. CBC 


hemorrhoidectomy. £ is y 


and urine normal. 

A. The condition is due to emotional conflict of 
which the patient is unaware and the treatment 
should be psychotherapy. If previous sexual ad- 
justment was good and the condition is as recent 
as stated, prognosis should be good and perhaps 
only brief psychotherapy might be helpful. If psy- 
chiatric help cannot be obtained, the patient should 
be encouraged to talk about her personal problems 
but no attempt should be made to give advice on 
any involved emotional problems. 


Prostatitis 


Q. A man 65 in good general health has a history of long- 
standing spondylitis and probably vertebral disk involvement. 
His chief complaint for the past year has been a stinging 
sensation in end of penis at time of urination, urgency at 
periods of about five hours during day, accompanied with a 
sensation of need for defecation, which is relieved after urina- 
tion. He passes three to four ounces with a fair stream then 
dribbles last three ounces. There is loss of sustained erection. 

Moderate enlargement of prostate; after gentle massage 
obtain a dram of fluid with many pus cells. A definite history 
of no G. C. infection. A 24 sound passes easily and no residual 
urine. i 

Can this all be explained on basis of prostatitis? What treat- 
ment is suggested? 

A. The symptoms in this case could be ex- 
plained on the basis of chronic prostatitis with con- 
gestion of the gland and lack of adequate drain- 
age, which is substantiated by the large amount of 
fluid which is expressed on prostatic massage. 

It would be advisable to carry out gentle pros- 
tatic massage once or twice a week for the purpose 
of ridding the gland of its excess secretion and 
reducing its size. Bladder irrigations and instilla- 
tions would be inadvisable. It is assumed that the 
urine shows no infection, but it would be advis- 
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able to give small doses of Gantrisin to prevent ex- 
acerbation of any infection which might be pres- 
ent in the prostate. If the symptoms persist after 
a month or six weeks a cystoscopic examination 
should be carried out to see if there are obstructive 
signs in the bladder, such as hypertrophied tri- 
gone, trabeculation, and to evaluate accurately the 
amount of enlargement of the gland, both intra- 
vesically and intraurethrally. An excretion uro- 
gram would also be helpful to eliminate any pos- 
sible back pressure on the ureters and kidneys. 


Shaving Preparations for Tender Skin 


Q. What is the best shaving soap or cream for a stubborn 
beard with a very tender skin? 

A. Most of the new brushless creams as well as 
the lather for use with brushes that are saponified 
are satisfactory preparations. It is not so much the 
type of cream used as the preparation of the beard 
and the use of a new and sharp razor that is im- 
portant. The tendency to use a blade too long, or 
to endeavor to resharpen it, probably causes more 
difficulty than does the brand of shaving cream 
employed. (See ].A.M.A., 109:95 (July 10) 1937.— 
Ep.) 


Itching of Jaundice 


Q. What treatment is there for the terrible itching of jaundice 
in a man with inoperable cancer of the liver? 

A. Perhaps the most effective drug is ergotamine 
tartrate, or gynergen, which should be injected 
hypodermically. Unfortunately, if injected several 
times a day for several days it can produce injury 
to the blood vessels and gangrene. In these cases 
DHE 45 should be tried because, in animals, with 
this drug it is practically impossible to produce 
injury to arteries. The drug comes in ampules con- 
taining | cc. of the solution. 

Some physicians give calomel in small doses to 
these people, and have claimed good results. Large 


doses of sedatives help, particularly at night. 


Immunizations and Polio Susceptibility 


Q. Is there any scientific proof that the giving of combined 
immunizations to children during the summer months will in- 
fluence the ptibility to poliomyelitis? 


A. Yes. At the recent meeting of American bac- 
teriologists, it was reported that immunizations 
make animals somewhat more susceptible to in- 
noculation with polio virus. 
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Local Anesthetic for Pruritus Vulvae 


Q. What local anesthetic (injected) would be best for pruritus 
vulvae? For what reason, if any, could you use 30 cc of 
Quinocaine (injected) on pruritus vulvae? 


A. The injection of any local anesthetic for 
pruritus vulvae is of very limited value, largely 
because of the transient nature of the relief ob- 
tained, and is therefore not advised. More lasting 
relief can be obtained by multiple injections of 
95 per cent alcohol. (For a recent report, see W. 
M. Wilson, West. ]. Surg. 57:406, 1949.) 

The causes of pruritus vulvae are multiple, and 
psychogenic factors lead the list. Topical treatment 
and general measures are of more importance than 
injection therapy. (For a good review, the reader 
is referred to T. N. A. Jeffcoate, Brit. M. J. 2: 
1196, 1949.) 


Serum for Measles During ievinieid 


Q. During which trimester of preg y may serum 
globulin be given to modify or prevent measles in the mother? 
Can this serum be used to prevent chickenpox in a pregnant 
woman? What undesirable effects may be expected in using 
this serum? 


A. Immune serum globulin (10 to 20 cc. intra- 
muscularly) may be given to women at any stage 
of pregnancy to prevent or modify measles. There 
are few if any undesirable side effects. It is not 
of use in the prevention of chickenpox and 
value in the prevention of German measles is 


debatable. 


Procaine Penicillin as Neutralizer 


Q. Is there enough procaine in procaine penicillin to neutralize 
a sulfonamide given with it? 

A. Procaine penicillin in clinical doses does not 
neutralize sulfonamides to a significant extent to 
interfere with their therapeutic action. 


Thrush in Infants 


Q. | would like to know a good treatment for thrush in 
infants. All textbooks mention only gentian violet. In my ex- 
perience this has proven most unsatisfactory. 


A. It is true that topical applications of a 2 
per cent aqueous solution of gentian violet have 
seemed to be the favored treatment for thrush. 
In resistant cases, solutions in various strengths 
of silver nitrate, potassium permanganate, and 
other antiseptics have also been used. It is sug- 
gested here that a small piece of an ordinary yeast 
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cake be placed underneath the tongue from two 
to three times daily. The latter treatment seems to 
be very effective and should clear up the thrush 
involved areas within two weeks. The nutritional 
condition of the patient should also be considered, 
and the possibility of some chronic disease inves- 
tigated. 


Treatment of Cardiac Decompensation 


Q. What is the present status of Cortisone and Myocardone in 
the treatment of cardiac decompensation in the case of a rheu- 
matic heart? 


A. Cortisone has proved useful in the treatment 
of rheumatic heart disease but not always in the 
late stages of cardiac decompensation. Myocardone 
is a new extract of heart muscle, the usefulness of 
which has not yet been decided by sufficient re- 
search. 


Subluxation of Head of Humerus 


Q. What is the incidence of subluxation of the head of the 
humerus from the glenoid cavity associated with subdeltoid 
bursitis (the latter possessing heavy calcium deposits)? The 
patient had NO history of trauma, and the dislocation was 
observed by x-ray film while the patient was undergoing 
Novocain injection treatments for the acute bursitis. 


A. In my experience, subluxation of the head of 
the humerus from the glenoid cavity associated 
with subdeltoid bursitis is very rare. I cannot recall 
having seen such a case. If the observation was 
only one made by x-ray, it may be that the sub- 
luxation was apparent rather than real, and that 
something in the position of the x-ray in the direc- 
tion of the rays produced the effect. On the other 
hand, assuming it was a true subluxation, it must 
be a very rare occurrence. 


Spasticity Following Hemiplegia 


Q. What therapy is advised for spasticity following hemiplegia 
of two years’ duration? There has been no response to physio- 


therapy, barbiturates, meph in, group, ampheta- 
mine, Benadryl, etc. 


A. In the large majority of patients having hemi- 
plegia, the initial flaccid paralysis is followed with- 
in weeks by spasticity. It has been pointed out by 
Lowman that “except for therapeutic exercise, the 
prolonged and usually empiric use of physiothera- 
peutic measures is rarely indicated.” He adds that 
intelligently administered therapeutic exercise is 
the specific agent in accomplishing the rehabilita- 
tion of the patient. Lowman’s excellent article 


entitled “Rehabilitation of the Hemiplegic Pa- 
tient,” Elkins’ article entitled “Physical Rehabili- 
tation of Severely Handicapped Persons,” and Din- 
ken’s article entitled “Physical Treatment of the 
Hemiplegic Patient in General Practice” should 
be consulted. Drugs are of little value in the man- 
agement of spasticity following hemiplegia but the 
extensive use of a well-co-ordinated program of 
therapeutic exercise is of extreme importance. 

When the disability has been present for two 
years, as in this case, the immediate major prob- 
lems which are confronted are contracture deformi- 
ties and atrophy of disuse. These contractures must 
be corrected through stretching exercises, and ef- 
fective stretching must be forceful and at least 
temporarily painful. Such stretching must be done 
regularly several times daily. The employment of 
heat and massage do help to minimize consequent 
soreness. The most commonly encountered deform- 
ities are contractures of the pectoral, external ro- 
tator, hamstring, and gastrocnemius muscles. Pa- 
tients having hemiplegia who are subjected to an 
intensive program of reconditioning and _rehabili- 
tation as described by Lowman and Dinken do 
benefit considerably from such a program. Move- 
ment re-education is of prime importance. Pulley 
exercises are of great value. Occupational therapy 
including arts and crafts which provide reciprocal 
motion are of especial importance. Dinken has 
stressed the need for physical, psychologic, social, 
educational, and vocational rehabilitation for hemi- 
plegic patients. He points out that activities must 
be provided which are both diversional and useful 
and has stated “action absorbs anxiety; however, 
it is more important for the patient to learn left- 
handed writing or shoe string tying than it is to 
weave a rug. 

Elkins has pointed out that the training and 
rehabilitation of such severely disabled patients 
requires some special skill. It cannot be relegated 
to untrained persons. He wrote: “Common sense, 
patience, ingenuity, and the ability of the phy- 
sician to put himself in the position of the patient 
will have much to do with whether he continues 
to have a defeatist attitude with regard to rehabili- 
tation or whether he attempts to help the patient 
to gain even a small degree of independence.” It 
is concluded that “With a basic knowledge of mus- 
cular function on the part of the physician and 
with the help of a trained technician, many pro- 
cedures can be evolved without the necessity of 
special training in re-education of muscles and in 
general exercise.” 
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Business and Econom 


THE DOCTOR-PATIENT RELATIONSHIP — 


A PSYCHOLOGICAL STUDY 


Mepicat public relations places emphasis on the 
individual human relationship between doctor and 
patient. 

During the formative years in the public relations 
program, it is necessary to concentrate all efforts on 
readily-attainable goals. Those problems in human 
relations which are on the surface, discernible to 
those untrained in psychology, must be approached 
first. Once these goals are reached or are in view, 
once the public relations program, per se, has gath- 
ered sufficient momentum, it then becomes possible 
to enter the second phase—that which is built upon 
a study of the psychological factors inherent in the 
physician-patient relationship. 

This was done in Alameda County, which served 
as the laboratory for a research study undertaken in 
co-operation with the California Medical Associa- 
tion in its continuing awareness of existing voids 
between medical ideals and the practical problems 
of private practice. 

To conduct such a study, the C.M.A., through 
the Alameda County society offices, employed 
Ernest Dichter, Ph.D., of New York, practical psy- 
chological consultant to some of the nation’s largest 
and most successful businesses and industries. His 
findings have been submitted to the C.M.A. com- 
mittee directly responsible for his being retained, 
the Committee on Medical Economics under the 
chairmanship of H. Gordon MacLean, M.D. 

Dichter’s report gives us new insight into the in- 
dividual human relations that make up the total 
public relations of medicine. It is the most valuable 
public relations document that has yet been pre- 
sented to medicine. He probes deeply into the 
psychological elements contributing to the doctor's 
opinion of other doctors, his feelings toward pa- 
tients, and the patient’s reaction to doctors. He has 
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One of the most important d ts ever pr ited 
to a medical organization for study and action is to 
be found in a survey on medical public relations, re- 
cently completed for the California Medical Associa- 
tion by Ernest Dichter, Ph.D., psychological consult- 
ant of New York. 

Using the Alameda County Medical Society as a 
laboratory, Dichter studied the doctor-patient rela- 
tionship in a contemporary cultural community. His 
searching analysis of the problems inherent in this 
relationship and his bold recommendations for im- 


provement are certain to have far-reaching reper- 
cussions. The study holds special significance for gen- 
eral practice. 

The following interpretation of the 174-page re- 
port was prepared jointly by Rollen Waterson, execu- 
tive secretary of the Alameda County Medical Society, 
and William Tibbits of the Orange County Medical 
Society. It is published with the special permission of 
the California Medical Association.—Ed. 


made many specific suggestions but, as he states in 
a preamble to his report, his purpose was “to show 
some trends and indications on where the policy of 
public relations for the medical profession as a 
whole should concentrate . . .” and not personally 
to construct and detail the program as a part of his 
study. 

The matter of construction and detail he leaves 
for the present to others whose experience with 
medicine equips them for such work, under his 
guidance. He also gives due weight to the fact that 
his “laboratory” — Alameda County — provided a 
preconditioned field of operations, where basic 
medical public relations had been under way for five 
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years. Recognizing this factor, although not making 
its details a part of his report, Dichter, through his 
findings, provides the guideposts for the future 
course of medical public relations. 

How may these guideposts be recognized? How 
may medicine progress from one to the other? 
These are objectives of this projection of the Dichter 
report. It will attempt to show how these scientific 
findings lead to a few of their unlimited possible 
applications for medical societies and for every 
physician. 

It is also our purpose here to make specific rec- 
ommendations for appropriate action to the Com- 
mittee on Medical Economics of the California 
Medical Association. 

Broadly stated, Dichter’s study reveals that medi- 
cine has lost its “historical heritage” of community 
devotion and leadership because the doctor-patient 
relationship has not changed to fit comfortably into 
the continuously changing pattern of life. To re- 
store the doctor to his rightful place as the commu- 
nity’s “mature guide towards human progress which 
he is equipped to be by training and scientific back- 
ground,” Dichter suggests not only symptomatic 
treatment but also therapy reaching to the roots of 
the problem itself. 

The interwoven relationship of the several ele- 
ments in the total problem analyzed by Dichter of 
necessity produces answers relating at once to the 
whole and to the part. Yet to develop a beginning 
program of correlated action and orderly progress 
based on Dichter’s recommendations, it is impera- 
tive that his findings be oversimplified, that a 
“working schedule” be devised. Here, then, is a 
synopsis of those suggestions of Dichter’s to be 
treated in part in this projection: 

1. CEncompasses factors relating to medical eco- 
nomics ): 

(a) The doctor should be given a new “moral 
permission”; he must be made to feel right about 
charging a fee. 

(b) The patient must learn to accept the doc- 
tor’s moral right to charge a fee. 

Cc) The patient must learn that the cost of 
medical care is a desirable “investment.” 

(d) The patient must learn why medical care 
today “costs” more. 

Ce) There must be a valid, business-like basis 
upon which a medical fee is set—and the patient 
must be informed that this is so. 

Cf) Every doctor shculd have his own constant 
fee schedule and avoid what Dichter calls “bio- 
logical blackmail.” 


The doctor-patient relationship has not changed to 
fit comfortably into the changing pattern of life. 


2. The patient's desire for continuity in his rela- 
tionship with his doctor should be satisfied. 

3. The mutual desire of both doctor and patient 
for appreciation of affection should be satisfied. 

4. The doctor should permit the patient to be- 
come an active and informed participant in the 
treatment, rather than a passive recipient of care. 

5. Public feeling of being kept at a distance by 
the medical profession should be removed. 

6. The doctor should become an informed and 
leading participant in the life of the community. 

Credit or reference to Dr. Dichter’s study was at- 
tempted in each instance in writing the following, 
but the effort was discontinued as impractical. It is 
assumed that his report has been examined before 
reading this projection of it, which necessarily con- 
tains much that he has recommended without refer- 
ence to the source. 


A Personal Physician 
for Every Person 

If it is at all possible to sum up the psychological 
factors underlying medicine’s public relations prob- 
lems, as developed by Dichter, they might be con- 
tained within the complaint by his respondents that 
“the ideal doctor is gone.” 

The ideal doctor to whom they refer is, of course, 
the family doctor of tradition—Dichter’s “com- 
munity leader” who shared the role with the min- 
ister and teacher. This ideal doctor has not gone. 
He is inherent in a sufficient number of doctors to- 
day and is evidenced in practice by many. These 
few are today’s family doctors—only now they are 
looked upon by their patients, who may not con- 
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sciously so phrase it, as their personal physicians. 
Presidents and kings have their personal physician. 
Dichter, in effect, says John Smith wants his per- 
sonal physician too. 

The personal physician of today is any doctor 
who diagnoses and treats the whole person, who has 
and who reveals to his patients a warm and friendly 
interest in them as people, and to whom patients 
can come for psycho-biological counsel and continu- 
ing personal aid in anything relating to health. Of 
necessity to the concept and recommendations to be 
developed here, the patient's “personal physician” 
may not restrict his practice to a point where he 
cannot accept total continuing responsibility to the 
patient for administering or securing and supervis- 
ing the best available care for all medical and sur- 
gical problems. 

Any pediatrician, general practitioner, internist, 
geriatrist, or any other doctor who in practice meets 
the above criteria can be his patients’ personal phy- 
sician. But those specialists who so restrict their 
practices that they cannot see, examine, and accept 
total continuing responsibility for every and any 
problem relating to sickness and health, who will 
not do routine complete physical examinations of 
healthy patients, who say to any patient, “I cannot 
see you: this is out of my field,” or “In your pres- 
ent problem I cannot accept responsibility for mak- 
ing a provisional diagnosis and obtaining and 
supervising other specialist care for you”—these 
specialists may not be considered personal physi- 
cians for our purpose. 

In some specialties, it may become necessary for 
the physician to choose between (1) meeting what 
patients will be told to expect from their personal 
physicians and (2) departing from rules of an 
American Board that strictly confines its diplomate 
to specified areas even after he has satisfied its 
training and performance requirements. He may 
wisely choose the latter. But our purpose is to pro- 
vide for the patient's real needs and desires; he 
needs and desires every specialist attention and a 
modern “family doctor.” Some specialists, like the 
pediatrician, may be both; others, like the general 
practitioner, may decide to be only one. 

In fulfilling his responsibility as the modern fam- 
ily doctor, the personal physician becomes the 
general manager of the full range of medical skills, 
knowledge, facilities, and materials necessary to 
bring the best in services to his patients. 

Where this relationship exists between doctor 
and patient, there are found the answers to many 
points raised by Dichter. There is continuity in the 
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doctor-patient relationship. The patient is aware of 
the doctor’s affection and matches it with affection 
for the doctor which is evidenced in appreciation of 
his services. The patient is an active and informed 
participant in his treatment, rather than a passive 
recipient of care. The doctor usually has “moral 
permission”—he feels all right about charging a fee, 
and we find that the patient pays as a matter of 
course. 

It has also been observed that these practitioners 
are most often the ones who carry their full share 
of community responsibility, are informed and lead- 
ing participants in community affairs. And their pa- 
tients, because of the sum of all these things, are 
satished with their doctor, often enthusiastic about 
him, and generally feel well disposed toward the 
medical profession as a whole. 


* * * 


Before the age of specialization the doctor needed 
no other designation than “John Jones, M.D., Phy- 
sician and Surgeon.” He was recognized by his pa- 
tients as, and was, in fact, the repository of all 
medical knowledge and possessor of every needed 
medical skill. He was family doctor, beloved friend, 
and wise counselor. He had no competition for the 
respect and love of his patients, which he deserved 
and which were freely given to him. 

Then scientific medical knowledge increased. It 
was no longer possible for the family doctor to 
know all about everything necessary to provide his 
patients the best currently available medical service. 
Many of his colleagues became specialists. They 
performed spectacularly in their narrower fields. 
There was wide acclaim for their miraculous feats. 
There sprang up the gynecologists, the dermatolo- 
gists, the cardiologists, the gastroenterologists—a 
veritable forest of “ists,” not to mention the “ians.” 
Patients became specialist-conscious. Dr. Jones faced 
a dilemma. What to answer when people asked 
him, “What is your specialty?” And, immediately 
on the defensive, he became, not an “ist” or an 
“ian,” but “just a general practitioner.” 

The patient, sensing his family doctor's defen- 
siveness and insecurity, accepted the designation 
and its diminutive “just” as the proper measuring 
stick of professional standards. The family doctor 
lost his exclusive position in the hearts and minds 
of his patients. And he lost patients to the special- 
ists. Many general practitioners, feeling that the 
specialists were competitors, blinded themselves to 
the values of these special skills available to their 
patients. When Dr. Jones refused to consult with a 
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specialist (still the most frequent complaint patients 
make to medical societies), the patient took matters 
into his own hands and sought one out for himself. 
Thus—“the ideal doctor is gone.” In his place 
stands all of medicine as some omniscient, aloof en- 
tity jointly but confusingly personified by the gen- 
eral practitioner and the specialist. The patient now 
understands and will not relinquish the values of 
specialization. At the same time, he feels a deeply- 
rooted need for an advocate, a friend in court, a 
counselor, a family doctor—a personal physician. 
He believes he must make a choice, that he cannot 
have both. 

The same dilemma, if it had been permitted to 
occur in industry, would have kept industry bound 
to the blacksmith’s shop and the consumer bound 
to the buckboard. 

But industry today is equally complex as medi- 
cine. It is filled with specialists whose total skills 
are vital to modern industrial achievement. And, 
to co-ordinate these skills, there is the general 
manager. 

The general manager in industry cannot possibly 
be as expert in each of the fields for which he em- 
ploys the specialists—the chemists, the metallur- 
gists, the psychologists, the engineers and designers. 
The general manager is not competing with these 
specialists for customer favor, nor they with him. 
He uses their skill to produce a better product, to 
bring greater profit to all. 

The general manager is a specialist in manage- 
ment. He must have a broad but not necessarily 
detailed understanding of everything relating to his 
industry. He has wisdom, vision, the ability to in- 
tegrate and correlate findings, an understanding of 
human relations, knowledge of when, where, and 
whom to employ for special work, and when to do 
it himself. He is a specialist in the management of 
the whole industry. The final authority and final 
responsibility are his. His is the top job. 

Back in the buckboard days the general manager 
ran his industry without the aid of specialists. There 
weren't any. He was, in fact, the industrial general 
practitioner. Then came increased technical knowl]- 
edge and with it, the age of specialization. Either 
he took full advantage of these skills and succeeded 
—or he didn’t and failed. 

The values of industrial specialization in their 
relationship to the end product are seen in their 
proper perspective by the consumer, thanks to the 
general manager. The same should hold true for 
medicine. The general manager, in this case the 
patient's personal physician, is the only one who 


can guide the patient through the confusing maze 
of modern medicine in his search for an economi- 
cally fair and consistently good medical product. 

The personal physician is the specialist in medi- 
cal management and all that it implies. This mod- 
ern family doctor, like his prototype the industrial 
general manager, has wisdom and vision, the ability 
to integrate and correlate findings, an understand- 
ing of human relations, a knowledge of when, 
where, and whom to employ for special skills, and 
when to do the work himself. He is a specialist in 
the whole man. The final authority and final re- 
sponsibility are his. His can be the top job. He is 
the patient's representative to all of medicine; and 
he is medicine's representative to the patient. 

As with the industrialist who failed or refused 
to take advantage of available special skills, the 
family doctor who was equally shortsighted lost 
prestige. Because this myopia was widespread not 
too long ago, the term “family doctor” now has be- 
come a nostalgic bit of the past—where it should 
forever remain, R.LP. 

Fortunately, the qualities which made the family 
doctor the dominant figure that he was are un- 
diminished today—but he must change his designa- 
tion. It is virtually impossible to restore to favor a 
word or a term which, in a modern sense, has be- 
come semantically damned. 

Perhaps the first step along the Dichter-plotted 
route to psychological compatibility, then, is to 
adopt and use a new term. Such a term, embodying 
all of the elements which once were attributed to 
“family doctor,” but going far beyond it, is per- 
sonal physician. 


The Ideal Doctor 
Is Here 


The doctor of the whole man can become the 


"patient's personal physician at any time he desires. 


He has all the attributes, he can call upon all of 
medicine's resources. He also has the patients. He 
is equipped now to become medicine’s general man- 
ager. Some have already done so. 

The term “personal physician” immediately places 
the doctor-patient relationship on an intimate per- 
sonal basis. It permits a family to have more than 
one “family doctor,” provides true freedom of 
choice within the basic unit of democracy, gives the 
patient that needed feeling of security and continu- 
ity of relationship which Dichter says is evidenced 
in his lamenting the loss of the “ideal” doctor. 


The personal rapport with his physician, that 
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Dichter finds every patient requires, plus assured 
benefits of the best in modern medicine, comes 
through these means: 

The personal physician will study the problem 
each patient brings to him and maintain contact 
with him until his present condition is cured or 
corrected. This in part satisfies “the patient's desire 
for continuity.” If he treats the patient himself 
there is, of course, no problem of continuity. If, 
however, specialist care is indicated, the personal 
physician discusses fully the need and the reasons 
for it with the patient. He is, in effect, making the 
patient a participant in his own care. He describes 
the specialist—his unusual training, abilities, inter- 
est, gentleness, and other attributes. 

The personal physician then calls the specialist 
selected, if possible in the presence of the patient. 
He arranges for the care, discussing his provisional 
diagnosis and the medical facts involved. He also 
discusses with the specialist the probable fee and 
other costs and presents whatever special economic 
problems his patient may have. He is in every sense 
the patient's friendly and effective advocate before 
the unfamiliar and awesome court of medical judg- 
ment. He describes the patient to the specialist as 
“cooperative,” “intelligent,” “an important person,” 
“my favorite patient,” “a person you'll enjoy know- 
ing.” The patient feels that, through his personal 
physician, he has been given stature in the eyes of 
the unknown specialist. At the same time, the pa- 
tient gains a feeling of confidence in the specialist, 
a feeling that his problem is going to receive the 
best of specialized care. He is no longer a “referred 
case,” he is a person. : 

The specialist, who has thus been given entree to 
a mutually satisfactory relationship with the pa- 
tient, reciprocates. He remarks to the patient about 
the keen personal interest shown in him by his col- 
league. The patient’s confidence in his personal 
physician increases. His judgment in selecting his 
doctor has been vindicated. The patient senses that 
his personal physician is wise counselor, guardian, 
and friend who will omit no detail that will con- 
tribute to his comfort and total welfare. And most 
often he will tell each physician of the esteem his 
colleague has shown for him, thereby cementing 
professional relations. 

Herein lies at least a partial answer to “the need 
of both doctor and patient for appreciation or af- 
fection.” 

The personal physician follows through. He gets 
frequent reports from the specialist. Together, fac- 
tually and in the patient's mind, they form a ther- 
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apy team. There is medical opinion that close co- 
operation of the doctor of the whole person with 
the specialist in treatment often makes a valuable 
contribution to the end result of the medical or sur- 
gical procedure. He calls on the patient, therein 
giving assurance that he is actively following and 
guiding every step in his progress back to good 


The personal physician reveals to his patients a 
warm and friendly interest in them as people. 


health. And it is the personal physician, to whom 
the specialist has returned the patient, who handles 
final disposition of the case. To maintain continu- 
ity, he, not the specialist, concludes the case. He 
discusses the treatment that has been given, what 
final results have been achieved, assists the patient 
in progress from emotional dependence upon his 
doctors, re-establishes a mature adult-adult relation- 
ship with the patient and totals and explains the 
separate costs. 

In discussing the specialist's fee, the personal 
physician describes in understandable detail the 
work performed by the specialist. In doing so, the 
doctor is reaffirming the patient's confidence in the 
knowledge and skills of the specialist and is im- 
parting to the patient a sense that his case was ex- 
pertly handled. It should occur to the patient by 
suggestion that a note of thanks to the specialist 
would certainly not be amiss. Specialists, too, like 
appreciation. 

Here then, in the patient's relation with his 
modern personal physician, are found means for 
contributing to continuity of the relationship, for 
expressing appreciation and affection, for giving the 
patient a sense of participation in his treatment, for 
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removal of several economic factors which are bar- 
riers to good physician-patient understanding, for 
eliminating the patient's need to choose between 
personal physician and specialist. 

The “ideal doctor” is here! 


Selling the Idea 
to the Public 


Wide use of the term “personal physician” along 
with the practice of personalized services by this 
means, if achieved, will in itself dramatize patients’ 
need and desire for such a doctor-patient relation. 
Such a renaissance could prove to be medicine's 
strongest bulwark against all those schemes for the 
distribution of medical care which impersonalize 
the services. 

But this metamorphosis of the family doctor not 
only must be felt by the isolated individual patient. 
“Personal physician” must become the accepted 
modern “ideal doctor” symbol to everyone. This 
means that every publicity medium and every chan- 
nel of communication both between the profession 
and the public and within the profession itself, 
must be used to develop a knowledge and under- 
standing of the values and desirability of having a 
“personal physician.” This is a task for the medical 
society. 

Public acceptance of the “personal physician” as 
the new ideal doctor will be gradual but unresist- 
ing. It fills a need, it has credibility and the term 
already has cultural acceptance. It demands no 
compromise with existing ideals. It is not a new 
way of life. There is nothing to buy. 

As a base from which to start this educational 
campaign, some theme, or slogan, which embraces 
the whole idea must be devised. In this instance, 
this could be “A Personal Physician for Every Per- 
son.” 

All facets can be exposed through medicine’s 
many contacts with the public—the medical society, 
the individual doctor, hospitals, druggists and 
murses, and the advertising of pharmaceutical 
houses and insurance companies. All media can be 
used—newspapers, magazines, radio and television, 
posters, pamphlets, cards and word-of-mouth. Every 
one should substitute the term “personal physician” 
for “family doctor.” 

The initial objective will be achieving public 
knowledge and understanding of why every person 
should have his personal physician—his own rep- 
resentative to and for medicine. This is the medical 
society’s responsibility. It should enlist the drug 


houses, insurance companies, and others to use the 
term in their advertising. Their messages, tuned as 
if the fact that everyone should have a personal 
physician already were accepted, would stress the 
advisability of having one, of using his preventive 
service as an investment in health, etc. Illustrative 
of this technique was the highly successful cam- 
paign to “See Your Dentist Twice a Year.” 

From the medical association the public will 
learn that a personal physician will be one who is 
constantly and always available to them; that they 
will have someone to whom they can turn with con- 
fidence for advice or assistance in anything relating 
to sickness or physical and mental health; that here 
is the avenue to the best modern scientific medical 
care, that there is no further need to go frantically 
searching for just the right specialist attention. 

In pamphlets, by advertisements, the public will 
be told the reasons for these things in detail. As an 
illustration, at some point stress may be placed on 
the fact that it is entirely permissible for one family 
to have more than one personal physician, perhaps 
one for the husband, another for the wife and still 
another for the child—and that (unlike the “family 
doctor”) each personal physician recognizes the 
validity of this arrangement when it is desired. 

Or a series could be devoted to clarifying the per- 
sonal physician's role as the selector of the special- 
ist. It could point out how this provides the patient 
immediate and reliable access to the proper spe- 
cialty field without his blindly trying to relate symp- 
tom to cause to specialist—and picking the wrong 
field at unnecessary extra time loss and expense. 
The patient would be told that even though his 
medical problem might be handled adequately by 
his personal physician, the latter will not be of- 
fended and will not hesitate to secure specialist 
skills if this be the patient’s wish. 

Constant repetition of these things will be pos- 
sible through the countless contacts medicine has 
with people—doctors, nurses, druggists, technicians, 
all talking, writing “personal physician” instead of 
“family doctor,” into the public consciousness. 

There need be no compunctions about promoting 
doctors’ incomes from either the medical or adver- 
tising viewpoints, against drug houses and insur- 
ance companies initiating a “See Your Personal 
Physician Once a Year” campaign. Preventive medi- 
cine not only is good medicine, it is popular medi- 
cine. The pediatrician, the child’s personal physi- 
cian, as an example, has gained wide acceptance 
for it in his field. Parents love their babies, have 
been “sold” on the idea of taking them regularly to 
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their personal physicians for physicial examinations. 
“Be as good to yourself—see your personal physi- 
cian each year,” could be one theme. 

Displays or posters in hospitals, drug stores and 
elsewhere could itemize the personal and material 
advantages of “a personal physician for every per- 
son.” Information as to where to find a personal 
physician could be secured from any doctor. The 
medical association could maintain a roster of those 
who wish to be listed as personal physicians. 

In official sanction of this approach, and its wide 
publicity and advertising to the public, are several 
illustrations of the “as if” techniques Dichter rec- 
ommends for wide application to our public rela- 
tions problems. For example, the medical associa- 
tion approaches the public “as if” the doctors on its 
lists who signify their willingness to be the patient's 
personal physician were kindly, friendly, interested, 
deeply devoted to their patients’ personal interests. 
In its statements to the profession on the plan, it 
also proceeds “as if” all these doctors do have these 
qualities. The result will be that a majority of those 
doctors who have not placed any value on being 
kind, friendly, interested, etc., knowing their pa- 
tients and their medical association expect it, and 
that it has tangible values to them, will become 
kind, friendly, interested, etc.—especially if we give 
them the symbols of kindness, friendliness, interest- 
edness, etc., as suggested in the following chapters 


and by Dichter. 


* * * * 


The “Personal Physician for Every Person” cam- 
paign has rural as well as metropolitan application. 
Modern transportation being what it is, few people 
in California are without ready access to specialist 
care. And modern communication being what it is, 
most people in rural areas are as sophisticated as 
their metropolitan cousins. They, too, want their 
“ideal doctor.” But they, too, know the values of 
specialization. And they increasingly face the same 
dilemma of choice; they, too, must be given the 
values of both. 

Medicine’s politically conservative rural bulwark 
can be maintained only if we stem the growing 
extension into the rural areas of impersonalized 
metropolitan medicine, the competition of family 
doctor with specialist. A recent malpractice case 
that has made “bad law” for all doctors revolves 
around the fact that a rural family doctor got a bad 
result when he attempted a procedure he was not 
as well qualified to handle as easily available spe- 


cialists in the city. A jury of his neighbors believed 
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this family doctor should have been less a competi- 
tor of specialists, and more the patient's personal 
physician, truly representing the patient's interests. 
Many such malpractice cases are available for study. 
The rural physician is finding that he is no longer 
immune from malpractice. Malpractice is only one 
symptom of the human relations problem we are 
treating, only one indication that physicians in rural 
areas may not dismiss Dichter’s findings as exclu- 
sively applicable to their colleagues in the city. 


Recommendations 


That the term “personal physician” be substituted 
for the term “family physician.” 

That the medical association endorse and pub- 
licize the values and advisability of “A Personal 
Physician for Every Person.” 

That the personal physician be fully defined and 
described to the public and to the profession. 

That the public be told a personal physician is 
the patient's guide to the best of modern medicine 
and to the proper specialist to handle each proce- 
dure, whenever indicated in the patient's best inter- 
ests; that the patient’s personal physician will gladly 
call in specialist consultation or other assistance, 
even if the problem lies within the field of his own 
special abilities, immediately upon request of the 
patient. 

That the medical association maintain a roster of 
members who consent to become personal physi- 
cians to people asking that one be named for them. 


Moral Permission in 
Medicine’s Business 


Ditcher suggests that the doctor should be given 
release from too high aspirational levels, that he 
should occasionally allow himself to act and feel 
like a businessman. He should, in short, be given 
“moral permission” to charge a fee. At the same 
time, it is imperative that patients also learn to ac- 
cept, deep down, the right of the doctor to set a 
price on his humanitarian services. 

This feeling of “rightness” on both sides can be 
imparted both by direct measures and by inference. 
All the medical association’s pamphlets, advertise- 
ments and publicity should, for example, be exam- 
ined for opportunities to state that the physician’s 
fee will be a good investment, and why. This 
acknowledges that a fee will be charged, that such 
a thing is officially sanctioned and culturally ac- 
ceptable. 
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Advertising and publicity on the “Personal Phy- 
sician for Every Person” concept will stress the ob- 
vious financial advantages to the patient of such a 
tie with medicine, but it will also include mention 
of the patient's personal physician charging a fee: 
“Your personal physician is your modern medical 
general manager; your investment in his fee, even 
where he believes your actual treatment should be 
handled by others, is always a wise investment in 
good management of your total medical problem.” 
Here is further justification of a fee. 

Doctors’ reluctance, in many instances, to discuss 
fees must be lessened. It could, and should, become 
as commonplace a part of the interview as the medi- 
cal history, with neither patient nor doctor feeling 
that a price is being placed on life, but merely on 
a value for services received. 

Another means of accomplishing this is by pub- 
licizing within medicine the fact that there is a 
business side to medicine. A forward step in this 
direction is being taken. The California Medical 
Association has authorized an initial study, by busi- 
ness research analysts, which is intended to lead 
into a larger study of all factors which enter into 
the costs of providing a medical service. ‘Through 
this analysis, C.M.A. hopes to arrive at equitable 
fees based on production costs and a reasonable 
profit. This may well be used in the future to re- 
place the present arbitrary method of setting fees, 
for which Dichter asks that the patient be given ex- 
planation, but which cannot be explained. 

Significant developments in such a research proj- 
ect should be publicly announced at the appropriate 
time. The immediate public reaction will be that 
there are costs borne by the doctor; he is justified 
in making a charge for his services. Here, too, the 
doctor himself will be given increased moral per- 
mission to charge a fee—and as a result of the 
study, he will have a substantial basis for that fee. 

Further, such an analysis will provide the pa- 
tient’s personal physician, when he is serving as an 
intermediary with the specialist, with an acceptable 
means of rationalizing the specialist's fee in the 
mind of the patient. The patient’s personal physi- 
cian, who is qualified to judge, may well justify a 
higher-than-average fee for a better-than-average 
specialist. But if the specialist’s fee cannot be ra- 
tionalized, the personal physician who wishes to 
preserve the name will look elsewhere for his pa- 
tient’s special care. If he doesn’t, medicine loses 
friends and he loses patients—like the general man- 
ager who, failing to keep the price of his product 


within reasonable limits, loses customers. 


(It is recommended in this connection that the 
medical association officially recognize a current 
practice of many physicians, indicating that it is the 
right and responsibility of the personal physician 
to interest himself in the matter of costs to his pa- 
tient of specialists’ services. The patient's personal 
physician, as part of his management of the total 
problem, has a responsibility to discuss the special- 
ist’s fee with him. This imposes the corollary re- 
sponsibility upon the patient's personal physician 
to explain, if necessary, even to justify and defend, 
the specialist’s fee. This could extend even to the 
personal physician’s representing the specialist in 
making arrangements for or in recalcitrant cases 
insisting upon payment of his fee.) 

The medical cost analysis will provide, too, an 
equation with which may be compared such out- 
moded practices as charging the well-to-do more 
than the value of the services and “biological black- 
mail,” as Dichter terms it. 

The device of charging the wealthy two, five, or 
ten times the normal fee “because they can afford 
it and it permits me to do charity work” is for- 
tunately no longer general. But the public believes 
it is. Dichter says some patients even wear old 
clothes when they go to the doctor to avoid becom- 
ing victims of this practice. How can satisfactory 
human relations exist in such an atmosphere? 

In effect, the doctor who grossly exaggerates the 
value of his services to those well able to pay is an 
anachronism. He has assumed the role of Robin 
Hood, not realizing it no longer is culturally accept- 
able to “rob the rich to give to the poor.” But when 
that romanticized outlaw conducted his raids it also 
was morally acceptable for physicians to live off 
baronial patrons while gratuitously serving the serf. 
Robin Hood tactics are not condoned today. 

Along with this evil, Dichter places the other 
form of fee-setting—that in which doctors attempt 
to justify a fee falling anywhere in the economic 
scale with the statement: “Your life’s worth that 
much to you, isn’t it?” This, too, Dichter labels as 
“biological blackmail” and a discredited “cutting in 
upon the efforts and luck of the private individual.” 
The only logical retort is: “Yes, my life is worth 
that much. But let’s follow that line of reason. 
Your fee is based on saving my life—had you failed 
to do so, would you have paid my family the 
amount of your fee?” 

It is Dichter’s contention that the doctor's fees 
should not be increased above his estimation of the 
actual value of his services but should be confined 
to each doctor’s own self-determined constant fee 
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schedule. Deviations should only be downward— 
for inability to pay the normal fee—unless it is 
previously expressly understood that the patient de- 
mands, can afford, and expresses his willingness to 
pay for more time and attention from the doctor 
than adequate care would normally require. 

To further strengthen the moral permissive fac- 
tor in fees the medical society could provide each 
doctor with a placard for his office, tastefully en- 
graved and suitable for framing, explaining his 
policy on fees. This placard would bear the imprint 
of the medical society—additional support for the 
cultural acknowledgement and acceptance of fees. 

It would call attention to the fact that the doc- 
tor has prepared a schedule of his own fees. It 
would point out that the doctor, like any business- 
man, has to pay for rent, salaries, supplies, trans- 
portation, equipment, etc., and is entitled to recover 
his costs of doing business plus something for him- 
self. This will further convince the patient, and the 
doctor (!), that the doctor has a business problem, 
has overhead expenses. As constantly expressed by 
patients in their dealings with agencies collecting 
delinquent accounts for doctors, they now seem 
honestly but naively to assume that the doctor re- 
tains every cent of every dollar he collects. 

The patient would be informed, by the placard, 
that he may inspect the physician's personal fee 
schedule. The patient then would know that the 
doctor is treating him openly and fairly. There 
would be no need for him to wear old clothes next 
time. He could be himself. 

To provide for these instances where the true 
benefaction of medicine (not of medicine’s wealthy 
patrons) is materially evidenced, the placard will 
make provision for those who are unable to meet 
even the normal fee of the doctor. This can be 
handled by pointing out that the first principle of 
medical ethics is that the doctor has, as his first 
consideration, service to humanity; financial gain 
is a necessary but subordinate consideration. 

Where public facilities are available for medical 
care for indigents, such patients may be advised to 
apply for care through the proper channels. Em- 
ployment of a medical social worker in the county 
medical society can assist the physician in planning 
with patients to meet their medical needs when 
social and economic problems interfere. 

Here, as in all phases of the doctor-patient rela- 
tionship, the demonstration of kindly and friendly 
interest is important, in order that no patient may 
be justified in feeling that the physician is more 
interested in a fee than in the patient's welfare. 
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Frank exposition of the nature of fees charged, 
such as is intended in the use of a placard, can serve 
to discourage abuse of the physician’s humanitarian 
purposes, in promoting a clearer awareness of the 
“rightness” of a physician’s fee for service. In com- 
bination with community facilities, or medical so- 
ciety personnel, to assist in planning to meet the 
needs for medical care of persons of low income, 
such an approach will minimize imposition upon 
the physician’s generosity. 

To meet the total problem of reaching all doctors 
with this moral permission to be at once business- 
man and benefactor, everyone agrees that such in- 
doctrination in medicine's business should extend 
even into medical schools. But who is qualified to 
teach? A continuing research by qualified business 
analysts into all facets of the business side of medi- 
cine must first be made, as Dichter recommends. 
This research may then be integrated with other 
factors of medical practice and human relations. 
Textbooks should then be written for student and 
physician alike. Lectures of value could then be de- 


Pictures are useful to the doctor in explaining 
a medical or a surgical condition to the patient. 


voted to the subject. Doctors’ nurses and secretaries 
also should be acquainted with the elements of the 
problem. 

If medicine wishes to control the economics of 
medicine and not relinquish it to others Ci.e., the 
hospitals, insurance companies and/or govern- 
ment), it will need to learn—from more than the 
present intuitive approach—something about the 
business of medicine: office management, account- 
ing, costs, business psychology, “consumer rela- 
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tions,” correct billing and collection methods, cul- 
turally acceptable business ethics, personnel selec- 
tion and training—all of the facets of medicine’s 
business. It can then stop apologizing, “Doctors are 
poor businessmen.” And fewer people outside medi- 
cine will think someone else—particularly the gov- 
ernment—should take over the business aspects of 
medicine. 


Recommendations 


That medical associations use every opportunity 
in all publicity to refer to the physician's fee as a 
good investment. 

That the business analysis of doctors’ costs and 
fees, when and if completed by C.M.A., be pub- 
licized within the profession and to the public. 

That the medical association officially recognize 
the responsibility of the personal physician to both 
specialist and patient to interest himself in the cost 
of specialist's services. 

That each physician set his own evaluation upon 
his services, and make available to patients his 
schedule of fees. 

That the medical association officially condemn 
the practice of charging those better able to pay 
more than the value of the service as set by the phy- 
sician and contained in his own schedule of fees. 

That the medical association print attractive plac- 
ards suitable for framing, explaining the doctor’s 
economics, calling attention to his fee schedule, and 
explaining the business side of the practice of medi- 
cine, for display in the doctors’ offices. 

That the medical association discourage members 
justifying a fee by calling the patient’s attention to 
the value of his life, limb, or health. 

That medical societies be encouraged to provide 
medical social service to assist the physician in 
planning for care of patients within their ability to 
pay and in meeting social problems complicating 
medical care. 

That there be further research in the business 
side of medicine, so that teachers of courses in 
medicine’s business may be developed for the in- 
struction of students, practicing physicians, office 
nurses, secretaries, and others. 


The Costs of 
Medical Care 


One of the major semantic blights that has fallen 
on the medical profession is that which makes the 
doctor the symbol for high costs of everything con- 
nected with sickness. 


The term “medical care” has far outgrown its 
original — and pure —denotation: the professional 
services of physicians and surgeons. “Medical care” 
now loosely embraces every factor involved in the 
services, facilities and things attendant upon illness 
—doctors, nurses, hospitals, drugs, appliances. Not 
yet included in this array of factors in the high cost 
of medical care is lost earning capacity. Should this, 
too, be laid at the feet of medicine as “medical 
care”? 

When confronted with this explanation, both 
the patient and the doctor profess to a full under- 
standing of it. Yet, until it is thus brought into 
sharp focus, the minds of both have fixed respon- 
sibility for all costs upon the symbol of medical care 
—the doctor. Because this is unrealistic, is contrary 
to fact, the doctor inevitably suffers a feeling of 
failure in this assumption of total responsibility. 
He is constantly apologetic to patients in his ex- 
planation of other costs. And this is matched by the 
patient’s feeling that the doctor has failed in his 
responsibilities. The end result is to blame medi- 
cine for the high costs of sickness. 

The medical society doesn’t own the hospitals, the 
pharmaceutical houses, the prosthetic appliance fac- 
tories. Physicians have no control over the national 
economy as it affects the costs of nursing, domi- 
ciliary, and other services required by the sick. And 
yet both individual physicians and their medical 
associations continue to feel apologetic and to offer 
public apologies about the high costs of “medical 
care.” 

The only portion of the complex field of health 
resources that is under the absolute control of the 
doctor is his own service. In this, doctors can and 
should accept full responsibility for costs. As for 
those costs in comparison with the other costs of 
sickness today, they represent no greater, in many 
cases less a burden to the family economy than they 
did in the days of the family doctor. 

Now the difference lies primarily in the greater 
utilization, the more frequent call for his services. 
Yet today the patient is getting much more for his 
doctor’s devalued dollar—the doctor knows more, 
gives more. in a shorter time, gets the patient well 
quicker, saves or prolongs life more often—and for 
all this he is paid less than he was when he couldn't. 

Full, wide exposition of this and the attendant 
factors of medical care costs also will result in a 
demand that those who persist in planning our eco- 
nomy take the heat off the medical profession and 
do their political pot-boiling elsewhere. 

Unlike the other costs of sickness—hospitaliza- 
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tion, nursing care, drugs, appliances—the doctor's 
fee is pliable. He gives his services without charge 
when his patients cannot pay. With his colleagues, 
in many counties, he even guarantees provision of 
his services regardless of inability to pay, by means 
of advertisements and pamphlets. Doctors do this 
traditionally, every day, everywhere. Every medical 
society in the nation could advertise the fact—pro- 
vided it were ready to back it up with adequate 
organization, a Bureau of Medical Economics, medi- 
cal social service, and “court of appeal” for the 
public. 

This story, in essence, should be part of the 
placard on fee policy for the doctor’s office. It would 
do much to solve the problems Dichter cites when 
he says medicine must inform the public that “med- 
ical care costs more because it is better.” Actually 
the services of physicians and surgeons frequently 
cost less. 


Recommendations 


That the doctor stop apologizing for costs over 
which he has no control. 

That the medical association realistically make no 
attempt to change the public concept of the term 
“medical care” as including the costs of all services 
and materials incident to the care and treatment of 
the sick, but 

That the facts be placed before the public Cwith 
sympathetic explanation of the problems of hos- 
pitals, nurses, pharmaceutical manufacturers, phar- 
macists, and others whose economy is less flexible 
than the physician’s), pointing out that medical and 
surgical costs have increased but little in the light 
of changed economic conditions and that because of 
this and the fact that doctors deny their services to 
none, regardless of ability to pay, the “high and/or 
prohibitive cost of medical care” does not apply to 
fees of physicians and surgeons. 


Continuity in the Doctor- 
Patient Relationship 


Continuity in the doctor-patient relationship will 
be attained in direct proportion to the degree to 
which the “personal physician” theme is developed. 
In this sense, continuity extends beyond that de- 
voted to a specific period of illness. It means 
perpetuating the doctor-patient relationship on a 
continuing basis. 

One way of accomplishing this is the periodic 
health examination, with annual return of the pa- 
tient to his personal physician. 
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It isn’t enough that the drug houses and insur- 
ance companies advertise and urge “See Your Per- 
sonal Physician Once a Year.” The doctor, through 
his medical society, must enter into it himself. As 
Dichter suggests, cards, prepared by the association 
and made available to its members, should be 
mailed to patients near the anniversary date of their 
last physical examination. These cards, obviously 
bearing the seal of the medical society’s approval 
of purpose and content, will remind the patient it 
is time again for his annual check-up. They will be 
signed by the doctor under the printed title, “Your 
Personal Physician . . .” 

CIf the patient fails to make, keep, or acknowl- 
edge such an appointment, his card is removed from 
file to avoid further contact with a person who may 
by now have chosen another personal physician.) 

This reminder card reveals to the person that his 
doctor has a continuing interest in his keeping good 
health. It can be so phrased that the other connota- 
tion, that the doctor is selfishly interested, is not 
drawn. Here, too, the seal of the medical society on 
the card, the repetition of the slogan “See Your 
Physician Once a Year,” the continuing emphasis 
on “A Personal Physician for Every Person,” and 
all of the complementary factors of public education 
will condition the patient to accepting only the true 
intent of the reminder. The medical society can 
state on the card that the doctor would be remiss in 
his duty if he did not send out these reminders. 

Further continuity is maintained by other means 
Dichter suggests, among which are preparation by 
the medical society of interesting and informational 
material on seasonal health problems, on medical 
economics and fees, and so on, to be made available 
to physicians so that they can distribute them to 
their patients. A recommendation for advertising of 
the C.M.A. Advisory Planning Committee, already 
presented to the Council, embodies execution of 
this suggestion. These things tell the patient, in 
their total effect, that “I’m continuously interested 
in your well being. I give you something to further 
it. I am your personal physician.” . 

Then there is another point raised by Dichter, 
that the physician should never permit a patient to 
feel that his doctor isn’t interested in the final out- 
come of an illness. Patients don’t always call their 
doctor with a final bulletin on their regaining good 
health. This failure to call may be satisfactory proof 
to the doctor that the patient has recovered. But it 
isn’t proof to the patient that his physician cares. A 
telephone call by the doctor's office will convince 
the patient that he is cared for. This further satisfies 
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his need for affection—and adds another link to the 
chain of continuity. 

Opportunities for the doctor to extend this chain 
are limitless, but perhaps one other example will 
suffice here. It is, again, a situation in semantics. 

When the personal physician finds that his pa- 
tient needs or wants specialist attention, the patient 
should not be “referred” to the specialist, the spe- 
cialist should be “called in.” When a physician tells 
a patient, “I am referring you to Dr. Smith . . .” he 
is, in effect, sending the patient away, breaking con- 
tinuity and the intimate circle initially drawn. Bet- 
ter that he say to the patient, “I want to call in Dr. 
Smith concerning this problem. . . .” 


Recommendations 


That the medical association recognize the ad- 
visability of the annual health examination, that it 
print, for distribution to members, cards bearing 
the seal of the association and clearly stating they 
are printed by the association, which can be used 
as reminders by the patient's: personal physician of 
the anniversary of a physical examination. 

That physicians follow through on each case so 
the patient will know the physician has interested 
himself in the final outcome. 

That “calling in” or “bringing in” a specialist or 
other physician to assist in the treatment of a pa- 
tient be substituted for “referring” a patient to a 
specialist. 

That other methods for maintaining continuity in 
the doctor-patient relation suggested by Dichter and 
by the C.M.A. Advisory Planning Committee be 
recommended and adapted to general use by phy- 
sicians. 


The Patient’s Need 
for Affection 


Throughout this superficial projection of the 
Dichter report the themes he has presented recur 
again and again. One of these is the patient’s need 
and desire for affection from the doctor. 

Many aspects of the psychological problem al- 
ready have been touched, as in the chapters on the 
personal physician. Dealt with there were such 
points as the patient sensing affection in the doctor's 
sincere, active, and effective interest, his productive 
concern for the patient’s well-being. 

There are countless other ways this feeling can 
be imparted to the patient. Dichter suggests many, 
hundreds of others will occur to individual doctors, 


each suiting his own personality, taste, and device. 

Illustrative examples of Dichter’s suggestions in- 
clude such things as personalizing the reception 
room and dressing rooms. Self-help coffee facilities, 
controlled radio or “piped” music, a “suggestion 
box” for patients’ comments, comfortable chairs, 
restful decor. Generous-size mirrors for the dressing 
rooms, disposable combs, adequate facilities for 
hanging clothes. If a “No Smoking” sign is felt 
necessary, in offices of obstetricians, for example, 
use one which courteously requests it and explains 
its need. 

All of these things reveal to the patient the fact 
that the doctor is concerned with the niceties of 
comfort for his patients. Even Dichter’s suggestion 
box does this indirectly. It may be used seldom, but 
it says to the patient “I, your personal physician, 
am interested in you. I want you to tell us what else 
I can do to make you feel better.” 

Office nurses and secretaries can be of immeasur- 
able help. They have many natural openings in 
which to remark to the patient how highly he is 
regarded by the doctor, or how the doctor thinks 
it is wonderful the way the patient has helped 
handle his own problem. 

All of these things and their counterparts are of 
no value, of course, if the doctor commits acts con- 
trary to the basic concepts of good medical public 
relations. 

The “biological blackmail” mentioned earlier is 
one of these. The moment the doctor puts a price 
tag on life and limb instead of on the value of his 
services, he is guilty in the eves of his patient of 
complete lack of affection. Patient resentment is in- 
evitable. Regardless of what else the doctor might 
do, consciously or otherwise, to create a rapport, 
including the patient's feeling of doctor-apprecia- 
tion, he is licked before he starts. 

In this same vein is the matter of waiting-room 
weariness. It used to be fashionable for a doctor to 
load his reception room with patients, lumping them 
into the “Hours from 2 to 5” bracket without ap- 
pointment, without consideration of their individual 
time and comfort problems. But even when a doctor 
attempts to adhere to an appointment schedule, he 
finds himself, more often than not, with a backlog 
of fidgety patients out front. 

No patient who comes to the office should be 
ignored—certainly not one delayed beyond his ap- 
pointment time. An acceptable explanation should 
always be offered by the nurse. If such delays can 
be anticipated, the nurse should attempt to reach 
the patient before he leaves his office or home and 
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set a more convenient hour for both. Such consider- 
ation of the patient is one of the most concrete evi- 
dences of affection. 

Dichter includes both the patient’s need for af- 
fection and the doctor's need for appreciation of his 
services in his findings. There is no human being 
who can resist the appeal of having his efforts 
appreciated. 

Elsewhere it has been suggested that such appre- 
ciation can be effectively demonstrated by the pa- 
tient writing a note of thanks to the doctor. This 
can be elaborated upon to the point where greeting 
card manufacturers could introduce a “Thank you, 
Doctor,” card to their lines, as suggested by Dichter. 
They are continually searching for new avenues 
through which to sell their product. 

These are but a few of the positive and negative 
elements of the human relations factor in medical 
practice. Countless numbers of them are yet to be 
unearthed, and should be unearthed. That takes 
time and a research organization—and it is impera- 
tive that medicine follow the lead of business and 
industry, bring itself up-to-date, and establish such 
an undertaking. It now has become a commonplace 
necessity to do research into both the product and 
the consumer-acceptance factors in industry—for 
which industry considers the cost a most profitable 
investment. Medicine now researches only the prod- 
uct itself. 


Recommendations 


That this portion of the Dichter report be recom- 
mended for careful study by all physicians. 

That the concluding recommendations of Dich- 
ter's report for further study of these problems be 
examined and accepted. 


Making the Patient Feel 
He Is a Participant 


It has been pointed out that a patient acquires a 
sense of participating in his own treatment when his 
personal physician gives him understanding con- 
cerning his illness as he guides him through the 
mystifying maze of modern medicine in the han- 
dling of his specific problem. Offered here are some 
additional means of reinforcing this psychological 
requirement of “participation” by the patient to 
achieve an adult-adult doctor-patient relation, to 
“replace authoritative behavior with democratic be- 
havior.” 

The effectiveness of pictures in putting across a 
point is universally acknowledged. There is scarcely 
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a medical lecturer who fails to present one or more 
slides or posters. These, it must be noted, are doc- 
tors explaining a medical point to doctors. Surely, 
if pictures are necessary to get across an academic 
or clinical subject to an audience of this caliber, 
they will be useful for a doctor explaining a medi- 
cal or surgical condition to a patient. 

It is recommended that similar pictures and 
charts, and actual physical models, designed by 
medical artists in consultation with a psychologist, 
be made available to doctors by their medical as- 
sociation. 

The pictures could be in cartoon style, either 
printed or on inexpensive 35 mm. slides for office 
projection. They could cover the full range of phys- 
ical ailments and all parts of the anatomy, but 
should be so presented that in addition to achieving 
patient understanding—participation—they would 
allay fear rather than cause it. 

With these pictures the doctor can quickly and 
simply explain to the patient just what has hap- 
pened, just what can be expected, how the patient 
will participate, what the procedures will be, and 
what the result could mean. The patient then can 
readily understand his own medical problem, and he 
will be won over as a mature collaborator in his 
own recovery. 

Once he understands his problem—and it could 
well be, to the doctor, one of the simplest biological 
involvements—the patient is receptive to suggestions 
that he is speeding his own recovery by his under- 
standing, by his co-operation, by his remarkable will 
to recover. 


Recommendations 


That the medical association prepare and make 
available to members printed pictures and charts 
Cand 35 mm. slides for office projection where the 
latter are preferred) to make more understandable 
by these graphic illustrations the physician's ex- 
planations to his patients of the problems for which 
they are treated. 

That, as suggested by Dichter, booklets written 
by physicians which would explain all about an op- 
eration or condition be carefully prepared and made 
available to members for presentation to their 
patients. 

That, as suggested by Dichter, a motto be pro- 
duced “to be hung on the walls of the doctor's 
office, reminding him and the patient that he is 
only a collaborator with nature . . . that the patient, 
to a large extent, has to help himself.” 
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Public Participation 


Dichter points out that a constant irritant to the 
public mind in its concept of medicine is the feel- 
ing of being shut out, of being undemocratically 
held at a distance while medicine performs its mys- 
tic rites and brews its magic potions. Misunder- 
standing, mistrust, fear, antagonism result. 

If this breach between people and the profession 
is to be lessened, medicine must offer proof that it 
is not hiding anything, that it is not autocratic and 
aloof to this public need to feel that it belongs, 
if only vicariously. 

There are many easily-accomplished ways to 
achieve this sense of participation. Dichter has sug- 
gested presentation of public meetings by the medi- 
cal society, having public representation on key 
committees (as some societies already are doing). 
Then there is the Colorado plan of press co-opera- 
tion and participation. Also there could be public 
distribution of medicine’s code of ethics, fully ex- 
plained. But first—again a semantic problem—there 
is exclusion by the use of the word “layman.” 

This word, of itself, and all its variations sets 
medical practitioners apart from all other people— 
and keeps them apart. More pertinent, perhaps, is 
the vague feeling of resentment it creates in the 
mind of the patient, who may be equally qualified 
a practitioner in his field as his doctor is in medi- 
cine. He feels that the doctor, in cataloguing him as 
a layman, is placing him in an intellectually and 
socially inferior position. While this may be per- 
fectly true in many instances, people don’t like to 
be so labeled, especially by the very person in whom 
they hope to find all the attributes of friend, coun- 
selor, and confidant. 

The use of the term also has bearing on the prob- 
lem of charging a fee. Historically, the word “laity” 
had its most frequent use to distinguish between 
the clergy and people. This still is the preferred 
usage in dictionaries. Its use by medicine implies 
self-identification with the clergy. But medicine is 
emerging from the clergy. Dichter points out that 
this emergence has bearing upon the psychological 

trauma that occurs when doctors charge for their 
services. Both patient and doctor experience this 
trauma because of the inherent feeling that it is no 
more right for a physician to make a charge than it 
is for a clergyman to send a bill for his prayers. 

The doctor may profitably drop this term “laity,” 
handy and convenient as it often is. Such would be 
a step toward psychological severance of medicine 
and the clergy. It is a step toward moral permission 


for the doctor to be both business man and bene- 
factor and charge a fee. And its continued use will 
perpetuate public feeling of being set apart—shut 
out. 

It is recommended that medicine forever banish 
“layman” from its vocabulary and make a conscious 
effort to refer to those outside—and there’s that 
word again—the profession as the public, people 
generally, those not trained in medicine, a patient, 
a friend, an architect, et cetera. 

Medicine too long has delayed explaining its code 
of ethics. The code, to the popular mind, is a set of 
“cold rules” to protect doctors’ domains from each 
other as against the patient. It is time these actual 
rules, fully explained and illustrated, to show how 
they protect the patient and the long range interest 
of the public, were widely distributed. 

Such pamphlets could be mailed to their patients 
by doctors as part of their efforts to maintain con- 
tinuity of relationship. They, like other suggested 
printed material, can be given to the sick and con- 
valescents—who have time to read and are then in- 
terested in medicine—as “just something I thought 
you might be interested in.” 

The patient will feel less an outsider when he 
knows and understands the rules by which doctors 
work and live professionally. Even if these pam- 
phlets are not studied, the simple fact that doctors 
have made them available will serve to dissipate the 
feeling that medicine is a united clique, a secret 
society. 

The idea of public meetings staged and presented 
by the medical society is excellent. These should 
become regular occasions and, if carefully planned, 
ideal “public service” material for television. Audi- 
ence participation should be developed in questions 
and answers, with topics liberally chosen for medi- 
cal, medico-economic, medico-social, and doctor- 
patient relation subjects. The format should be a 
popular one presenting a program of instructive 
entertainment. 

Public representation on certain society commit- 
tees also destroys the illusion of mysticism sur- 
rounding medicine. Labor could have its liaison 
through the committee concerned with the distribu- 
tion of medical care and its economics. A representa- 

tive of the legal profession, perhaps a retired jurist, 
could be seated in the committee on malpractice. 
The committee dealing with child welfare could 
include someone appointed by the Parent-Teachers 
Association. 

This would effectively demonstrate that medicine 
always acts in the public interest, has nothing to 
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hide—and these facts would be reported directly to 
key public-opinion forming groups by their own 
delegates. Medicine does not keep us outside. Look 
—we're in! 

The Colorado State Medical Society’s code of 
press relations maintains a constant channel of com- 
munication between the medical profession and the 
public via the press. It has brought the press into its 
confidence with regular meetings and full discussion 
of mutual problems. The profession has won com- 
plete press co-operation by adhering to certain press 
standards—and the press has been equally cognizant 
of the problems of organized medicine in matters 
of public relations. 

Dichter also suggests that the doctor give to the 
patient brochures or other printed information on 
new medical discoveries, so that people will not 
need to look exclusively to popular magazines and 
newspapers for reports of scientific progress. This 
recommendation to open medicine’s secret doors is 
fully covered in Dichter’s report, and is the basis 
for one of the recommendations to the C.M.A. 
Council recently made by the Advisory Planning 
Committee. 

Medicine, by these devices, will invite the people 
into its house as its guest. That it may still wish to 
retain some privacy within a separate chamber will 
be as readily understood and accepted without ran- 
cor as is the right of any host, once his front door 


has been opened. ° 
Recommendations 


That the word “layman” in all its forms be 
dropped from the medical vocabulary. 

That the American Medical Association’s code 
of Ethics be explained in a brochure to be printed 
by the medical association and made available to 
physicians who in turn will distribute them to their 
patients. 

That medical societies be encouraged to rent -pub- 
lic auditoriums to present public programs on medi- 
cal, medico-economic, and social and doctor-patient 
relations subjects; that efforts be made to televise 
these programs. 

That public representation be considered by all 
committees, particularly those on the distribution of 
medical care, malpractice, child welfare, public re- 
lations, and public health. 

That the Colorado code of press relations be 
adopted by the county medical societies and its sys- 
tem of maintaining channels of communication be- 
tween the profession and the public via the press 
be instituted. 
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Every physician might set his own value on his 
services and make available his fee schedule. 


The Doctor and 
His Community 


Current events have demonstrated that the physi- 
cian can play a leading part in directing the think- 
ing of the people in his community—if only in his 
newly-adopted role as champion of the American 
way of life. This, however, has only one single-pur- 
pose objective—defense against change. 

To achieve restoration of the physician to his 
traditional position of democratic leadership he will, 
along with everything previously detailed herein. 
recognize and assume his broad responsibilities to 
the community, both as an individual and as a mem- 
ber of the medical society. County societies, in their 
development of medical public relations programs, 
recognize this need and are cutting their patterns 
to fit. 

In many counties the collective measures taken by 
doctors through their society include fulfilling their 
responsibility to provide medical care to all, regard- 
less of ability to pay, the time of day, or any other 
circumstance; they are sharing in problems relating 
to civilian defense and disaster emergencies; offer- 
ing guidance in political matters relating to health, 
maintaining the community's source of supply for 
whole blood, et cetera. 

Every encouragement should be offered doctors 
by their society to become public leaders in organ- 
izations, in local and state government, in civic and 
fraternal activities, on school boards, et cetera. One 
signal way in which such encouragement could be 
provided would be an annual award, given by the 
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society, to the member who had contributed most 
to community leadership in matters unrelated to 
medicine. 

This would also dispel, by official sanction, the 
feeling many doctors have that such activities in 
public life are considered, by their colleagues, as 
personal aggrandizement. This feeling is not merely 
an anticipatory one. It has been evidenced repeat- 
edly in staff room ribaldry. This constantly is a de- 
terrent to those who otherwise might be leaders in 
our democratic processes and must be discouraged 
by these actions. 


Recommendations 


That the medical association make an annual 
award to its member who has exercised greatest 
community leadership in matters unrelated to 
medicine. 

That the medical association discourage in every 
other way possible the practice of lampooning by 
their colleagues of physicians who appear in public 
print as result of their leadership in community 
affairs. 


Conclusion 


The Dichter report marks a new phase in medical 


public relations. There is real substance to his find- 
ings. Their minimal extension as outlined here re- 
veals they can be translated into unlimited, highly 
rewarding, practical application. 

It is obvious, though, that medicine is confronted 
with a problem that is not peculiar to medicine 
alone but is part of our culture. The relationship of 
doctor and patient does not exist in a vacuum. 

Progress in the other sciences, too, has raced far 
ahead of our abilities to insure use of miraculous 
new physical discoveries to best advantage for man. 

Unleashing the potentials of the atom, for ex- 
ample, has resulted principally in destruction, and 
now in threats and fears of destruction. This is be- 
cause we have not yet given sufficient attention to 
the sciences that deal with human relations. These, 
perhaps, could unleash correspondingly miraculous 
potentials of constructiveness and democratic co- 
operation inherent in man—in mature, secure man. 
CAmong others, the directors of the Ford Founda- 
tion realize this and have dedicated its millions to 
a study of man and man’s relations with man.) 

Medicine has had its equally miraculous scientific 
progress. But here, too, little attention has been 
given to corresponding progress in human relations. 


It is as if the scientifically modern physician’s 
gleaming new hundred-horsepower medical engine 
were anachronously hitched to the old family doc- 
tor’s one-horse human relations buggy. Both doctor 
and patient are getting a rough, unpleasant, and 
dangerous ride. A modern human relations engi- 
neering job is indicated. 

Dichter suggests a “Foundation for Health Engi- 
neering.” 

Until now there has been no scientific approach 
to these problems by medical organizations. Error- 
laden intuitive standards have been passed from one 
generation of physicians to the other. Human rela- 
tions mistakes are thus compounded. The results 
are threatening to destroy the economic freedom of 
medicine—adverse legislation, public criticism and 
angered impatience, a rising tide of malpractice 
suits. The effect, within medicine, is a growing 
number of perplexed, defensive, insecure, unhappy 
doctors. 

As stated earlier, there is a staggering number of 
human relations mistakes committed by fine, well- 
trained, well-meaning doctors. Thousands of such 
case histories are to be found in medical societies, 
in records of complaint committees, malpractice 
cases, and Bureaus of Medical Economics through- 
out the nation. There they stand, ready to serve any 
qualified analyst who has been commissioned to 
learn more of the “why” of poor patient relations. 
Merely to list all of these errors—which was one of 
the abandoned purposes of this report—would fill 
a volume and would contribute little to their pre- 
vention. It is necessary, to achieve full realization 
of this objective, that the underlying problems be 
solved and that we learn under qualified guidance 
to apply the “as if” and other techniques Dichter 
suggests. 

Research is needed in medical economics, in of- 
fice management, in professional relations, in pa- 
tient relations. This should not be just a study, but 
the study-learn-apply approach Dichter outlines. We 
must understand before we can teach; we must 
know before we can apply. Industry and commerce 
have done this, to their increasing security, cul- 
tural comfort, and financial profit. 

The type of foundation Dichter suggests would 
enlist the aid of business economists, sociologists, 
cultural anthropologists, psychologists, propagan- 
dists. For a hint of what can be achieved, Dr. Alex- 
ander Leighton’s “Human Relations in a Changing 
World” is recommended reading. A dilemma not 
too different from medicine’s faced the War De- 
partment during World War II. Leighton tells how 
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a scientific, as opposed to intuitive, approach to 
psychological warfare shortened the war, saved 
thousands of lives and billions of dollars. A sim- 
ilar job by similar specialists is needed here. 

Here is a scientific approach to a problem that 
will admit to a scientific solution. The cost? Far 
less than the California Medical Association alone 
has had to spend in a single year treating the leg- 
islative results of these human relations failures. 

The American Medical Association has spent mil- 
lions on an educational campaign which has in part 
the same objective—to minimize and delay legisla- 
tive expression of medicine's failure to spend a frac- 
tion of that amount treating causes. And medicine 
will need to continue to spend these campaign mil- 
lions winning its legislative battles. But it will never 
win the war until we have found and treated the 
cause. 

Other than in isolated instances, the profession 
and its advisers are still too busy treating sym- 
toms. There is little doubt that these methods have 
been effective and have postponed the eventual col- 
lapse of the patient, but we should not be so 
drugged by campaign opiates that we feel cured. 

It is not yet too late for the diagnosticians and 
therapists suggested by Dichter to begin their work. 

It is urged that medicine's leaders accept a re- 
sponsibility to their colleagues to initiate the study- 
learn-apply foundation Dichter suggests. It is rec- 
ommended that Dr. Dichter meet with the Calli- 
fornia Medical Association Committee on Medical 
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.. eighty-five ... ninety .. . ninety-five . . . one hundred . . . ready or not, here | come.” 


Economics, further explain his findings, and develop 
and put into practice his ideas for a Foundation for 
Health Engineering. 

This is not a job for public relations people and 
executive secretaries. We can contribute valuably, 
but we do not have the specialized training to do it 
fully. This is a scientific project for carefully se- 
lected scientists. On this case, we now need spe- 
cialist consultation. 

The county society can remain the unit which 
serves as the laboratory and applies these findings; 
the state or national organizations can direct them, 
finance their development and the distribution of 
their findings. This is the type of undertaking to 
which the California Medical Association Advisory 
Planning Committee refers in its recent recom- 
mendations to the California Medical Association 
Council. It is the most important, promising, and 
can be the most rewarding project of American 
medicine. 


Recommendations 


That the state medical association invest in the 
study-learn-apply research Dr. Dichter proposes, 
and that Dr. Dichter be brought back to California 
to explain, develop, and if possible put into practice 
his idea for a Foundation for Health Engineering 
for Democracy. 

That further study be made of the Dichter re- 
port, with a view to wider application of these and 
others of his findings than has been attempted here. 


Be Janes Regen 
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BY ROBERT COLLIER PAGE, M.D. 


In a dedication speech in June, Dr. Robert L. 
Johnson, president of Temple University and chair- 
man of the Citizens Committee for the Hoover 
Report, stated that the doctors of America are faced 
with a problem which vitally affects them both 
professionally and as citizens. He pointed out that 
the vast and uncontrolled growth of our far-flung 
federal medical systems in recent years has pro- 
duced serious maldistribution and underutilization 
of medical manpower with growingly adverse 
impact on all our voluntary and community fa- 
cilities. 

These developments were clearly foreseen by the 
bipartisan Hoover Commission when it made its 
historic Report to Congress in 1949. The Commis- 
sion found that the federal government today is 
obligated, in whole or in part, for the care of some 
24 million citizens, of whom 19 million are vet- 
erans, and also under the Hill-Burton Act, for as- 
sistance to voluntary and community hospitals in 
building or expansion operations. Because the gov- 
ernment has no co-ordinated plan of operation for 
its facilities, the result has been waste, inefficiency, 
and much confusion through the duplicating opera- 
tions of five large, and over 30 smaller, federal 
medical systems. 

Each of these agencies, which include the Army, 
Navy, Air Corps, Veterans Administration, and the 
Public Health Service, is operating independently 
of each other. Even among branches of the military 
service there is still insufficient co-ordination. Sol- 
diers are not easily or efficiently admitted to Navy 
hospitals in the United States and vice versa. Sick 
or injured men in active military service are barred 
from Veterans Administration institutions where 
highly trained specialists are career employees of 
the government. Facilities of one agency are often 
crowded while those of a different branch, quite pos- 


This is the first of a series of three articles on federal 
medical services by Dr. Page, who is Chairman of the 
nation-wide Doctors Committee for Improved Federal 
Medical Services. 

In the next article, Dr. Page, describes the findings of the 
Committee for Organization of the Executive Branch of 
the Government (the “Hoover Commission”) with star- 
tling examples of duplication, overlapping, and waste in 
the conduct of our national government. 


DOCTORS AND THE FEDERAL MEDICAL SYSTEM 


sibly nearby, are half empty and their personnel cor- 
respondingly idle, according to material contained 
in the personal files of Dr. Paul B. Magnuson, until 
recently Chief Medical Director, Department of 
Medicine and Surgery, Veterans Administration. 

In 1945 the training of medical students, which 
had reached a high point of excellence under the 
system of specialty boards devised by the A.M.A., 
was abolished at the insistence of the Army and 
Navy. In the January 27, 1945, issue of Saturday 
Evening Post, in an article entitled “Have the 
Armed Services Crippled Medical Education?”, 
Dr. Evarts Graham, eminent St. Louis surgeon, has 
clearly outlined the complexities of present-day 
medical education and emphasized how essential 
it was, in the interests of all parties concerned, for 
the armed services to assign professional personnel 
according to their training and ability. He stated, 
“One might suppose that a plan that has been 
demonstrated to be effective in the preparation of 
medical officers would be allowed to continue in 
order to supply replacements of the same caliber 
. . . Paradoxical as it seems, the program which 
probably supplied the best prepared officers of any 
group of the civilian population has been de- 
stroyed.” Admittedly there has been some improve- 
ment to date; nevertheless, much more remains to 
be done. The present attitude toward government 
medical service of the average doctor who had 
active military duty in World War IT leaves much 
to be desired. 


Hoover Report Reveals Weaknesses 


Federal medical activities now cost above two 
billion dollars a year, according to a report issued 
in 1949 by the Commission on Organization of the 
Executive Branch of the Government. The Hoover 
Commission, aided by a research “task force” of 
experienced physicians and hospital administrators, 
delved deeply into every detail of these activities 
in a study lasting more than a year. It is the Com- 
mission’s recommendation that federal medical fa- 
cilities be unified. This would mean a “Depart- 
ment of Health,” by which means, the Commis- 
sion contends, it would be possible to effect econ- 
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omy in manpower, space, and equipment. It would 
assure wise use of professional talent and proper 
economic usage of existing facilities. 

The Hoover Commission was unanimously cre- 
ated by Congress and consisted of 12 high-minded 
men, 6 Democrats and 6 Republicans, selected 
equally by President Truman and the presiding 
officers of the Senate and House of Representa- 
tives. At President Truman’s suggestion, former 
President Herbert Hoover was named Chairman. 
The Commissioners were aided by 24 research 
committees called “task forces,” comprising 300 
eminent experts. [embers of the Commission 
served for 14 months or more without pay and 
sometimes to the neglect of their regular affairs. 
Each member had an earnest desire to serve his 
country. 

The Hoover Report has been called “the most 
objective and complete survey ever made of the 
United States government,” as stated in the pam- 
phlet, “You and the Hoover Report,” issued in 
May of 1949. On the basis of the savings resulting 
from enactment of one-half of its recommendations 
by the 81st Congress, its full adoption would save 
this country some $5.4 billions annually with no 
harm to any essential government service; in fact, 
with definite improvement to a number of areas, 
according to Howard Lewis in an article, “U. S. 
and US,” in the July 4 Washington Times-Herald. 

The men who formed the medical “task force” 
which did the spade work, digging into records 
and questioning government employees concerning 
medical activities were outstanding experts in their 
respective fields. As research men, they were un- 
emotional about their findings. Eleven of the 17 
members were doctors and the rest were experts 
in hospital administration. Seven were veterans. 
The medical members of the task force included: 
Frank R. Bradley, M.D., Robin C. Buerki, M.D., 
Michael E. DeBakey, M.D., Goldthwaite H. Dorr, 
Paul R. Hawley, M.D., Henry P. Isham, Hugh 
R. Leavell, M.D., William C. Menninger, M.D.., 
Hugh J. Morgan, M.D., O. H. Perry Pepper, M.D., 
Alfred Newton Richards, Ph.D., Charles F. Row- 
ley, Allen O. Whipple, M.D., Ray Lyman Wilbur, 
M.D., Edward D. Churchill, M.D., Vice-Chair- 
man; Tracy S. Voorhees, Chairman; Joel T. Boone, 
Rear Admiral (M.C.) U. S. Navy, Secretary. It 
was upon the data supplied by this task force that 
the Commission recommended unification of the 
federal medical services. These recommendations 
are now before Congress embodied in Senate Bill 
S. 1140 and House Bill H.R. 3305. 
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Each practicing physician has a personal interest 
and should play a role in any program which 
would provide a more equitable distribution of 
doctors and nurses, the greatest use of all medical 
facilities, and more co-ordinated action in regard 
to hospital construction. From the standpoint of ef- 
ficiency, and economy, to say nothing of prepared- 
ness for a probable major catastrophe, these sub- 
jects merit personal consideration by all members 
of our profession. 

There is a wide divergence of opinion regarding 
this entire problem. It is extremely difficult to rec- 
oncile conflicting beliefs. The groups which favor, 
as well as those which oppose, suggested solutions 
of the problem are composed of large numbers of 
influential people with many powerful supporters. 
For example, the Health Resources Advisory Com- 
mittee of the Office of Defense Mobilization has 
estimated that there will be a shortage of 22,000 
doctors and 49,200 nurses by 1954, as stated in a 
report by Dr. John B. Pastore of the Health Re- 
sources Advisory Committee, Office of Defense 
Mobilization, which appeared in The New York 
Times, May 26. 

Dr. Howard Rusk has suggested that enrollment 
in the medical schools be increased 15 per cent. 
On the other hand, Dr. Frank G. Dickinson found 
that 40 per cent of the nation’s physicians were in 
military service in World War II, leaving 60 per 
cent to care for the civilian population. In this lat- 
ter view, an enrollment increase would result in a 
surplus of doctors by 1960. 

Rappleye of Columbia disputes the fact that any 
potential shortage can be remedied by a speed-up 
in medical education. In a recent statement to the 
press, Dr. Rappleye pointed out that increased en- 
rollment in medical schools would carry a threat 
to the quality of the doctors produced. The solu- 
tion, he states, “lies in a better distribution of 
doctors.” 

There is virtually universal agreement that the 
complexities of modern medical science have made 
more painstaking and costly the training through 
which the coming generation of medical practi- 
tioners must pass. 

Currently we hear that the training of com- 
petent doctors and medical scientists is imperiled 
by the financial crisis in the medical schools, as 
reported by Lowell J. Reed in a report of the 
Special Committee for study of Medical School 
Grants and Finances. We hear also that if this 
condition is allowed to continue, it will affect ad- 
versely the nation’s health. According to “Medical 
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Education in the United States,” educators have 
remarked that there are potential dangers to aca- 
demic freedom in the situation. Economists have 
gone on record to this effect. 

All this presents definite problems and the ques- 
tion is: What is to be done about it? Again, there 
is a diversity of opinion. 

Simmons, dean of the Harvard School of Public 
Health, in a speech before the Philadelphia Col- 
lege of Physicians, recommended unification of 
all government medical services except those of the 
Armed Forces, in a “Department of Health” of 
Cabinet rank. This, he said, would permit “a closely 
integrated national program to conserve the health 
of both the civil population and the Armed Forces.” 

The American Medical Association, in a state- 
ment submitted by Dr. Walter B. Martin to the 
Senate Committee on Labor and Public Welfare 
on July 11, 1950, agreed in principle with the rec- 
ommendations of the Hoover Commission but ob- 
jected to some of the provisions of S. 2008 which 
would effect unification of the medical services, 
and suggested further study by the Senate. 


TRENDS AND EVENTS IN THE 


A Precedent Vetoed 


IN EvERY session of Congress, many hundreds of 
private bills are introduced. Generally their pur- 
pose is to satisfy grievances of individuals having 
a claim of some kind against the government. Rare- 
ly do they have national implications. A_note- 
worthy exception is the bill (S$.827) which was 
vetoed recently by President Truman. In dollars 
it was a trivial matter, involving only $778.78, but 
important principles relating to Federal responsi- 
bilities for medical care are tied up with this prob- 
lem on which Congress and the President came 
into conflict. 

The claimant was Fred P. Hines, a Spanish- 
American War veteran. In 1941, 1942, and 1948 
he was a patient in the Veterans Administration 
Hospital at Fargo, N. D., being under treatment 
on each occasion for a nonservice-connected dis- 
ability, according to evidence presented. Then in 
July, 1948, he underwent surgery in a_ private 
hospital, and it was for the purpose of reimburs- 


The American Legion has announced itself in 
its publications and through the testimony by its 
former National Commander, George N. Craig, 
before the House Committee of Expenditures on 
July 29, 1950, as opposed in toto to any reorgan- 
ization affecting Veterans Administration medical 
agencies. 

Thus, there is a wide field for discussion of this 
problem, so these differences may be ironed out. 

This is the time, it seems to me, when doctors 
should make their voices heard. Their opinions 
must be made known to Congress. The National 
Doctors Committee for Improved Federal Medical 
Services was formed to explore the thinking of 
doctors with the idea that their views could be 
voiced when the matter comes before Congress. 

The situation is such that something will almost 
certainly be done about it. Unless doctors make 
their position clear, some legislation will be en- 
gineered by politicians or nonprofessional inter- 
ests which will result in disservice to veterans, 
men in the armed service, in fact the entire Amer- 
ican Public. 


NATION’S CA 
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ing him for medical and hospital costs that $.827 
was passed. 

Rejecting the bill, President Truman stated 
that the operation was not of an emergency char- 
acter and indicated that circumstances did not pre- 
clude its being performed in a veterans hospital 
at no cost to the patient. His veto message also 
stressed that regulations prohibit payment of gov- 
ernment funds for care of nonservice-connected 
cases in private hospitals. 

“To set them aside,” said the President, “in favor 
of Mr. Hines would inevitably constitute a prec- 
edent for the presentation to the Congress of pro- 
posals similar to this measure in behalf of other 
claimants. It seems to me certain that the adop- 
tion of the principles underlying this bill would 
provide a far-reaching incentive to veterans gen- 
erally to engage the services of private physicians 
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and hospitals in the hope and belief that the gov- 
ernment ultimately would pay the costs thereby 
incurred.” 


Health Bills in Cold Storage ‘til ‘52 


Although numerous proposals for reform of Ve- 
terans Administration and its Department of Medi- 
cine and Surgery are under study by Congress, 
no legislative action is anticipated this year. In 
1952, however, these plans are expected to come 
into sharper focus. For example, retrenchment of 
medical and hospital benefits for nonservice-con- 
nected cases, possibly through substitution of gov- 
ernment-paid memberships in local Blue Cross 
and Blue Shield plans. 

With the government attempting to reduce non- 
defense spending and staffing of veterans hospitals 
becoming increasingly difficult, it is apparent that 
policy changes in the veterans program are inevi- 
table. On September 5, Veterans Administration 
announced that compulsory economics will neces- 
sitate the discharge of 5,000 employees by October 
10. Although the medical department is exempt 
from personnel cuts, the shake-up is bound to 
affect it indirectly, if only to discourage physicians 
and nurses who are prospective candidates for 
professional staff appointments. 

In September alone, three new veterans hospi- 
tals were opened—in Denver, Colo., Phoenix, Ariz., 
and Madison, Wis. Yet Administrator Carl R. 
Gray, Jr., said recently that other hospitals may 
have to be closed because there are simply not 
enough doctors and nurses to go around. To 
bridge the gap, VA may have to engage more pri- 
vate practitioners on a part-time, consultant basis 
and increase the use of hospitals residents. This, 
in turn, will require more money and Congress 
will have the last word on that. 

And speaking of Congress, its scheduled ad- 
journment early in October—and possibly earlier 
—will come with most of its work still lying ahead, 
as far as medical and public health legislation is 
concerned. Although a special session in Novem- 
ber is a possibility, chances are extremely remote 
that any left-over health bills would be taken up 
in the short interval remaining until New Year’s. 
Instead, supporters of such pending bills as Fed- 
eral aid to medical schools, subsidized expansion 
of local public health units, national survey of 
sickness and financial support of health co-opera- 
tives will concentrate on getting these measures 


through the second session of the 82nd Congress, 
beginning in January. 

One of the bills that seems likely to remain in 
committee “cold storage” indefinitely is the one 
that would provide for a Federal investigation of 
cancer clinics. By terms of the original bill, the 
inquiry would have covered the Hoxsey Cancer 
Clinic in Dallas, Texas, exclusively, but Senator 
William Langer (Republican, North Dakota) in- 
troduced a substitute making the investigation ap- 
plicable to any therapeutic center where “cancer 
cures“ have been achieved. Closely co-operating 
with Langer in the effort to gain such a study is 
Harry Hoxsey, operator of the Dallas clinic. 


F.T.C. Clamps Down on “Cures” 


Federal Trade Commission, on the other hand, 
is stepping up its own investigation of “cancer 
cures.” Latest to be challenged by F.T.C. are the 
drug products known as Glyoxylide, B-Q and Mal- 
onide Ketene Solution, together with Koch La- 
boratories, Inc., of Detroit, and the firm’s officers, 
William F. Koch and Louis G. Koch. An order 
issued early in September forbids advertised rep- 
resentations that the preparations have any thera- 
peutic effect in treatment of cancer. 

For Glyoxylide, the F.T.C. order also named lep- 
rosy, malaria, coronary occlusion, multiple sclerosis, 
syphilis, tuberculosis and numerous other diseases 
on the taboo list. BQ may not be advertised as a 
treatment for infantile paralysis, arthritis, allergies 
or meningitis, in addition to cancer. Malonide 
Ketene Solution is worthless, says the order, in 
diabetes, double pneumonia and osteomyelitis, as 
well as cancer. 

Finally, and on quite a different subject—blood 
—importance is attached to the announcement re- 
cently that a special task force has been formed 
to co-ordinate all government and private activities 
in this field, with civil defense and military re- 
quirements particularly in mind. Dr. G. D. Cum- 
mings, director of the laboratories division in the 
Michgan Department of Health, is chairman of 
the committee. Although it will be responsible to 
the Health Resources Advisory Committee in the 
Office of Defense Mobilization, the group will 
have dealings with American Medical Association 
and private hospital blood banks, as well as Army, 
Navy, Air Force, Public Health Service, Federal 
Civil Defense Administration, American Red Cross 
and National Research Council. 
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Dr. Phelps, judge of the Indiana 
Bulidog Club Specialty Show in 
Indianapolis, and owner, Joe 
Laughlin of Bell Center, Ohio, 
have trouble interesting bull- 
dog, My Ideal, in the trophies 
given for winning best in the 
show. 


Proud as punch of copping title 
of Best Bulldog Bitch in the 
Bulldog Club of America Show 
in Santa Monica, California, is 
Dr. Phelps’ entry, Ch. Wixey. 
Judge Robert Hotn of West- 
wood, New Jersey, left, holds 
the prize ribbon; the champion- 
ship cup is displayed in front 
of Dr. Phelps, right. 
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After Hours 


One doesn’t lead a “dog’s life” even though one 
may have dogs for a hobby. In fact, Dr. Malcom 
E. Phelps of El Reno, Oklahoma, finds that his in- 
terest has grown into a thriving business—one aside 
from his duties as a general practitioner. 

But credit for his becoming interested in dogs 
goes to the young Phelps’, Jim and Joe, then ages 
seven and three, with their plea, “Daddy, please 
get us a dog.” 

That was 16 years ago. Since the purchase of a 
bulldog for the boys, the missus, Maxine, even got 
the “bug.” Maxine and Malcom decided upon hav- 
ing their own kennels and combined the first three 
letters of their names hitting upon the distinctive 
“Maxmal” for their kennels’ title. This name is reg- 


DOG DAYS ARE HAPPY DAYS 


istered with the American Kennel Club and has 
been registered for the past six years so that no 
other dogs may carry the prefix, “Maxmal,” except 
the animals which the Phelps have bred. 

The foundation stock of the Phelps’ kennels was 
imported from England and has been combined 
with the outstanding dogs in this country to pro- 
duce the well-known “Maxmai” bulldogs. 

Gradually, other pooches found a niche in the 
kennels though. At present Dr. and Mrs. Phelps 
raise and show boxers and dachshunds, in addition 
to bulldogs. Bulldogs still have top priority, num- 
bering six now, but they share their home with 
two boxers and two dachshunds. Ch. Forever 
Revelier, one of the dachshunds, won Best Dachs- 


Officers of Pacific Coast Bulldog Club greet the Phelps party (including two prize bulldogs) 
at Grand Central Air Terminal, Los Angeles. The twin engine plane in background, the 
Doctor's own, is Dr. Phelps’ means of commuting between his busy practice and the shows. 
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hund title at the Kansas City show in February 
competing with 70 others. In March he copped 
Best Dachshund at Dallas and won Hound honors. 

Bulldog, Ch. Wixey, has set an even more spec- 
tacular record, winning 50 out of 53 showings. She 
won at Madison Square Garden in New York two 
years in a row, and last fall took winner's honors 
at the Bulldog Club of America show at Santa 
Monica, California, where 127 dogs competed. 

The third champion in the Phelps kennel is a 
home bred, Ch. Maxmal Climax. He is out of a 
bitch which Dr. Phelps imported from England. 

Since its beginning, “Maxmal” Kennels can 
boast of 10 dogs which have completed their 
championship. 

With the adoption of new interests, affiliations 
came naturally. Consequently, Dr. Phelps has been 
prominent in bulldog activities the past 15 years. 
Today he is one of the directors of the Bulldog 
Club of America. 

Attending and competing in dog shows are 
“natural” too. So you'll probably see either one or 
both of the El Renoans or at least one of their 
dogs at most of the big shows. 

You wonder how a physician has time to take off 
for a dog show? Well, Dr. Phelps really does “take- 
off” in his twin engine airplane, which solves the 
commuting problem between his busy practice and 
the shows. On occasions, when there are several 
shows on a circuit, Mrs. Phelps takes the dogs to 
the shows and Dr. Malcom joins her there. 

Being a licensed pilot since 1933, Dr. Phelps has 
owned a number of airplanes. Besides aiding him 


in getting to spend more time on his hobby, flying 
has enabled the doctor to attend many medical 
meetings he would not otherwise have been able 
to attend. 

For the past few years, Dr. Malcom has had an 
active schedule as a judge for dog shows all over 
the country. Judging of dachshunds, boxers, Bos- 
ton terriers, bulldogs, and poodles is in his domain. 

Dr. Phelps takes his dog raising seriously. He 
states that many of the problems of dogs are sim- 
ilar to those of humans. Sterility is extremely com- 
mon in dogs and considerable work in correcting 
this trouble has been carried out at the kennels. In- 
terested in artificial insemination, the doctor 
shipped some seminal fluid to the British West 
Indies for experimental use. Since many of the 
diseases of dogs parallel those in humans, his dogs 
afford this Oklahoman a measure of research. 

One of the big problems of “Maxmal” Kennels 
is to raise enough dogs to supply the demand. 
Dogs have been shipped to nearly every state in 
the Union as well as Mexico, South America, and 
Hawaii. Recently two bulldog puppies were sent 
to a breeder in Osaka, Japan. 

The Phelps’ boys, who started all this dog inter- 
est, are still dog lovers. Jim, now 23 years old, has 
a boxer and 19-year-old Joe has a dachshund. Jim 
and Joe plan to show their dogs when the pets get 
a little older. 

Dr. Phelps feels that many doctors would derive 
the same pleasure that he does from dogs. And it's 
not just the old saying about dogs being man’s 
best friend. 


“I like her to bathe me—she barely gets me wet.” 
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Coming Soon From the MOSBY Press! 


FRIEDMAN’S 


Modern Headache ‘eherapy 


The baffling and often recurring problem of the patient with chronic 
headache is covered with two objectives to solve it: (1) Diagnostic 
methods especially useful in establishing the cause are explored 


* 


Patients with chronic headaches represent a 
considerable problem to the doctor. They appear 
in great numbers and their symptoms persist 
with real tenacity despite every effort at treat- 
ment. Since the symptom of headache may be 
the result of a wide variety of ailments, satis- 
factory treatment demands a careful search for 
the underlying basis. In exploring the diagnostic 
methods to find the cause of headache, Dr. 
Friedman gives you some very useful and prac- 
tical suggestions. 

In covering treatment, he covers all advances 


Preface 
Introduction 


DIAGNOSIS 

TREATMENT 

PAIN 

HEADACHES FROM INTRACRANIAL 
PATHOLOGY 

HEADACHES FROM EXTRACRANIAL 

PATHOLOGY 


(2) the most recent advances in treatment are presented. 


CONTENTS 


By ARNOLD P. FRIEDMAN, M.D., Director of the Headache Clinic, Montefiore 
Hospital; Assistant Professor of Clinical Neurology, Columbia University Medi- 


x * 


* 


x * 


* 


in the fields of pharmacology, surgery and psy- 
chiatry. 


The material was compiled from personal ob- 
servation and experience in private practice and 
at the Headache Clinic of Montefiore Hospital, 
and from significant contributions in the vast 
headache literature. 


The book is a useful, practical and enlighten- 
ing source of information for the doctor—with 
invaluable results for the patients suffering with 
this common and often frustrating symptom. 


HEADACHES FROM SYSTEMIC 
DISORDERS 

MIGRAINE HEADACHES 

PSYCHOGENIC HEADACHES 

POST-TRAUMATIC HEADACHES 

NEURALGIAS 


Index 


cal School; Attending Physician, Montefiore Hospital, New York. 


(In Preparation—will be ready in October) 
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Che Practitioner’s Bookshelf 


Tuberculosis Among Children and Adults. Edited by J. 
Arthur Myers, M.D. Pp. 894 with 177 illus. Price, 
$12.50. 3rd Ed. Charles C Thomas, Springfield, Ill. 
1951. 

This is a valuable book for the general practitioner 
containing the latest information on tuberculosis. Dr. 
J. Arthur Myers, one of the foremost leaders in the 
control of tuberculosis, draws from his rich experi- 
ence case after case of tuberculosis to drive home fun- 
damental truths in the control of this disease. Charts, 
photographs, and illustrations throughout the book 
stimulate interest and study. A ready reference at the 
close of each chapter encourages further study of spe- 
cific subjects. 

Parts I and II start with a discussion of recent re- 
search contributions to the bacteriology, immunology, 
pathology, and epidemiology of tuberculosis, carrying 
the disease through its prevention, invasion, recogni- 
tion, and management in infants and children. 

Part III covers the various aspects of tuberculosis 
as it attacks the adolescent and young adult. 

Part IV, a book in itself, answers many of the ques- 
tions in the mind of the average practitioner. The use 
of B.C.G., streptomycin, mass surveys, importance of 
tuberculin, value of isolation techniques, the last word 
on diagnosis, treatment, and surgical management are 
a few of the subjects covered in detail. The closing 
pages present an optimistic analysis of the progress 
being made in the control of tuberculosis. 


—F. C. Beetman, M.D. 


Proceedings of the Second Clinical ACTH Conference. 
Edited by John R. Mote, M.D. Vol. I, Research. Pp. 
531. Price, $8.50. Vol. II, Therapeutics. Pp. 716. 
Price, $8.50. The Blakiston Company, New York, 
1951. 

These two volumes include 102 papers presented 
at a symposium held in Chicago in 1950 under the 
sponsorship of Armour and Company. Volume I deals 
with experimental investigations of general adrenal 
physiology, and the effects of ACTH on the kidney, 
metabolism, hemopoiesis, and immunologic reactions; 
Vol. II with the use of Cortisone and ACTH in 
arthritis, hypoglycemia, adrenal hyperplasia, gout, 
multiple sclerosis, malignancy, hepatic disease, burns, 
collagen diseases, inflammatory disorders, and other 


GP @ October, 1951 


conditions in which these drugs have been used. The 
material presented in the two volumes accordingly 
covers a large field in which these interesting drugs 
have been applied. 

The individual papers are, in general, well written 
and amply illustrated, but many of them are presented 
with a spirit of enthusiasm for the new rather than 
with the scientific, critical spirit essential for evaluat- 
ing new drugs. Unfortunately, this has been the gen- 
eral attitude of most of the literature dealing with 
ACTH and Cortisone. The consequence of this ap- 
proach has been that these drugs have been promiscu- 
ously and often ill-advisedly used. It is now apparent 
that both drugs exert their effects in virtue of their 
pharmacodynamic rather than any physiologic action; 
that they are curative of no conditions but merely alter 
the organism in such a way as to modify the course 
of a disease. Much more experience will be necessary 
before their exact status in therapeutics is established 
and all their undesirable side effects are understood. 

—Artuur Grotiman, M.D. 


An Atlas of Human Anatomy. By Barry J. Anson, Ph.D. 
Pp. 518, with illus. Price, $11.50. W. B. Saunders 
Company, Philadelphia, 1950. 


If someone had said that a man could now write 
a new book on anatomy which would be very interest- 
ing and immensely more useful than were the old- 
fashioned anatomies, we would have said that it would 
be almost impossible. Fifty years ago men were saying 
that anatomy was a worked-out subject, and nothing 
new could be learned about it. 

Accordingly, we were overwhelmed with the beauty 
and usefulness and brilliance of this new atlas of 
anatomy. Very properly it consists almost entirely of 
magnificient new illustrations with a minimum of 
text to describe the findings. 

One great advantage of the new book is the number 
of illustrations showing the normal variants which the 
dissector finds. It would be wonderful if many physi- 
cians and surgeons would study a section of this book 
to see how different the abdominal organs appear in 
many persons. Perhaps then surgeons would never try 
to stitch up a poorly rotated colon or a rather low 
kidney, or they would not be concerned about a gall- 
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bladder because it has a cap on it, or they would not 
be concerned about an appendix because it points up 
or is doubled up. 

This book should have a big circulation, and most 
certainly it will do a great deal of good. One can 
hardly imagine any doctor looking through this book 
and then being unwilling to buy it. It can tell him 
so much of what he needs to know. 

—Watter C. Atvarez, M.D. 


Normal Encephalogram. By Davidoff and Dyke. Pp. 240. 
Price, $6.00. Lea & Febiger, Philadelphia. 


This edition of The Normal Encephalogram is an 
indication of its need. It fills a distinct lack for the 
physicians who are developing a knowledge applicable 
to neurologic surgery, neurology, and radiology. 

It is well written and printed. The illustrations of 
x-rays and anatomy are particularly clear and accurate. 

There is a detailed historical approach to encepha- 
lography, and a comprehensive bibliography is in- 
cluded. 

This book carries in it the judgment and knowledge 
of a surgeon, widely experienced in neurologic sur- 
gery, with the benefit of his critical opinions. It can 
be recommended without reservation. 

—Howarp C. Narrzicer, M.D. 


Hope and Help for the Alcoholic. By Harold W. Lovell, 
M.D. Pp. 215. Price, $2.75. Doubleday and Company, 
New York, 1951. 


Dr. Lovell has written a book which will be useful 
to the general practitioner, the family of an alcoholic, 
and the alcoholic himself. The book covers the treat- 
ment that is available and the utilization of it, possi- 
ble causes and effects of the disease, descriptions of 
its ravages, mentally and physically; it discusses what 
the family and physician can best do to help the 
alcoholic help himself. 

The book is well-written and interesting reading. 
—Nona Wyatt. 


Militant Angel. By Harriet B. Koch, R.N. Pp. 167. 
Price, $3.00. Macmillan Company, New York, 1951. 


This is an interesting story of one of the greatest 
nurses in America, Miss Annie W. Goodrich. She 
was so able that, shortly after graduation, she was 
made superintendent of nursing and later professor at 
Columbia University. She was the organizer and dean 
of the Army School of Nursing during World War I. 
Many doctors and all nurses should be interested in 
this fine story of an able woman. 

—W. C. Atvarzz, M.D. 
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Clinical Laboratory Methods. By W. E. Bray, M.D. Pp. 
614. Price, $7.25. 4th Ed. The C. V. Mosby Com- 
pany, St. Louis. 

The fourth edition of this well-known text on clin- 
ical laboratory methods brings the procedures up to 
date; certain obsolete material has been dropped. 

In reviewing a volume of this type, it is well to ask 
what is its purpose, is the subject matter up to date, 
are the procedures sufficiently detailed to permit their 
performance by adequately trained personnel, and 
finally are the interpretations sufficiently detailed to 
permit the physician to refer to it when necessary? 

The purpose of the book, as given in the preface 
to the first edition, was as follows: “The object of this 
synopsis is to bring together in a small volume for 
ready reference the most recent information and the 
most frequently used methods of laboratory diag- 
nosis.” 

Dr. Bray has held to this purpose and has accom- 
plished it. The tests described are modern and ade- 
quate. When a choice of tests presented itself, a wise 
choice has been made. Not all will agree with the 
choice in every instance but that is of little concern. 

It is my opinion that the questions asked above 
may be answered in the affirmative and that the book 
will serve a useful purpose in the laboratory and in 
the physician’s office. 

The new procedures which have been added in- 
clude the clinical test for chlorides in the urine, the 
quantitative determination of urobilinogen in stools 
and urine, the prothrombin consumption test, and a 
number of others all of which are of importance to 
the practicing physician. —R. O. Murtruer, M.D. 


A Child’s Guide to a Parent's Mind. By Sally Liberman. 
Illustrated by Kiriki. Pp. 145. Price, $3.00. Henry 
Schuman, New York, 1951. 

This is a book of illustrations, drawn in the mod- 
ern way. The ideas back of each illustration are found 
briefly on the opposing page. For instance, on p. 12, 
we find, “Parent finding fault with his child; maybe 
a parent finding fault with himself, maybe a parent 
finding fault with his parents.” 

There is much in the book that is thought-produc- 
ing. —W. C. Atvarez, M.D. 


Operative Obstetrics. By Kerr and Noir. Price, $12.00. 
5th Ed. The Williams and Wilkins Company, Balti- 
more. 

This book is in detail and is adequately illustrated. 
However, it is poorly arranged and deals largely with 
matters that refer to the work of the specialists in 
England. 

The author certainly has a large and extensive 
knowledge of his subject and discusses almost every 
phase of obstetrics, both normal and abnormal. But 
he discusses it in a rambling manner and has broken 
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ECENT STUDIES conducted at a leading Eastern 
animal experimental laboratory' tend to show + 
that, as liquid supplements to a balanced diet, 
sweetened carbonated beverages have no adverse 
effect on total food intake, including milk. 
Ca a er i Four groups of young male albino Wistar rats 
of similar age and weight were the subjects. For 
Sree twelve weeks, all were fed an adequate uniform 
LA diet of solid food comprising fat, protein and 
poe carbohydrate, as well as the necessary mineral 
salts and accessory vitamins. The only food vari- 
able in the tests was the liquid portion of the diet. 
Group A was allowed both milk and water; 
Bee —— Group B, both milk and carbonated beverages; 
eee #| Group C, carbonated beverages only; Group D, 
aoe =| carbonated beverages and water. Unlimited quan- 
rn tities of all liquids were provided. Sweetened car- 
bonated beverages of various flavors were used. 


During the twelve weeks period, the daily average of standardized solid food consumed 
per animal was identical in Group A (milk and water) and Group D (carbonated beverages 
and water), with the solid food consumed by Groups B and C being slightly less. 


Total solid foods and liquids consumed were highest for Group C (carbonated beverages 
only), with Groups D, B, and A following in that order. Total variation between Group C 
and Group A was only 11 per cent. 


Despite free access to milk and flavored sweetened carbonated beverages in Group B, 
there was no appreciable difference in milk consumed from Group A, which was restricted 
to milk and water for liquids. 


At the end of the tests, physical examination of all animals showed normal 
results as to growth and weight. Blood studies revealed findings within normal 
range in all groups. All animals appeared well during the tests and anatomical 
findings confirmed physical observations. 

On the average, a bottle of flavored carbonated beverage contains one hun- 
dred calories or less, in a form rapidly absorbed and transformed into food 
energy. As a guide to sound nutrition, the Food and Nutrition Board of the 
National Research Council recommends use of the Seven Basic Foods in amounts 
that leave ample leeway for you to enjoy your favorite soft drink. 


1Usona Bio-Chem Labs., Inc., Phila., Pa. 
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it into sections, so that frequent references to the 
index are required in order to find any one subject 
discussed with any continuity. 

Understanding the English system of obstetrics, I 
can see why this is a valuable book for English phy- 
sicians, but in my opinion it is not a textbook that 
would be a worth-while addition to the libraries of 
American general practitioners. 


—D. G. Miter, Jr., M.D. 


Emotional Factors in Cardiovascular Diseases. By Edward 
Weiss, M.D. Pp. 84. Price, $2.25. Charles C Thomas, 
Springfield, Ill., 1951. 

This is a field of medicine in which the general 
practitioner should excel. Most of us have read dozens 
of papers and heard many speeches on the subject, 
but rarely have we had the opportunity to survey the 
subject as a whole and fit the ideas gleaned from 
many sources into a unified and complete pattern. A 
study of this brief book will not make an authority 
out of the reader, but it will give him a sense of ori- 
entation and a feeling of understanding. Information 
gleaned in the future will be more readily catalogued 
in the mind and incorporated into the thinking proc- 
esses. 

We are all acquainted with other writings of the 
author and, as usual, he writes clearly, smoothly, and 
easily. The differential diagnosis between organic and 
emotional manifestations is well done and will be of 
great aid at many a bedside in the middle of the 
night. Advice on the use of drugs is most pertinent 
and the paragraphs on explaining the illness to the 
patient can readily be applied to the handling of every 
patient and every illness with much improvement in 
the doctor-patient relationship. 

As I go back through the volume, I find that I 
have underlined much and heavily, an indication that 
I found a great deal to challenge my knowledge and 
thinking. I can recommend this small volume most 


highly. —Stanvey R. Truman, M.D. 


Chronic Ulcerative Colitis (Thrombo-Ulcerative Colitis). 
By J. Arnold Bargen, M.D. Pp. 62. Price, $2.00. 
Charles C Thomas, Springfield, Ill., 1951. 

Bargen writes authoritatively on ulcerative colitis 
from a tremendous experience. He advises rest, recre- 
ation, diet, vaccine, nursing care, drugs, transfusions, 
irrigations and installations, and the parenteral admin- 
istration of fluids. He gives a generous diet with 140 
Gm. of protein because with diarrhea the patient is 
losing much food. 

In Bargen’s hands the most effective drugs have 
been Azopyrin, Azosulfamide (Neoprotosil) and 
Sulfathalidine in the order named. Neoprontosil may 
somewhat reduce the patient’s stock of hemoglobin 
and this, of course, is bad. The usual dose of Azo- 
pytin for an adult is 1.5 Gm. It can produce head- 
ache and nausea. Penicillin, aureomycin and chloro- 
mycetin and iron may also be tried. 
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When occasionally an ileostomy has to be made, 
the spigot type should be used. Later the surgeon 
had better remove the colon. 

Bargen does not accept the views of some psychia- 
trists that ulcerative colitis is a nervous disease, but 
he agrees that the physician who would help these 
persons must be full of optimism and kindness. 

—W. C. Atvarez, M.D. 


Types of Diabetes Mellitus and Their Treatment. By 

Arthur R. Colwell, M.D. Pp. 97. Price, $2.25. Charles 

C Thomas, Springfield, Ill., 1950. 

There are borderline cases in which it is hard to 
know if a patient really has diabetes. On occasion 
the man’s urine may show some power of reduction, 
but does this mean diabetes? Even after one finds the 
blood sugar up a bit there may be doubts. There are 
mild cases, severe cases, and, also, puzzling cases of 
diabetes in which insulin does not work well. 

In this booklet these severai types of diabetes are 
discussed and their treatment given. 

—W. C. Atvarez, M.D. 


Your Body: How to Keep It Healthy. By John Tebbel; 
with an introduction by Morris Fishbein, M.D. Pp. 
233. Price, $2.95. Harper & Brothers, New York, 
1951. 


Mr. Tebbel is a fine journalist and editor, who has 
much interest in medicine. Reading through the book, 
one finds it interesting. The writer was sure of his 
facts before he put them on paper. This would be a 
fine book to place in the hands of an intelligent lay- 
man who wants to know more about his body. 


—WattTer C. Atvarez, M.D. 


A Textbook of Medicine. Edited by R. L. Cecil, M.D., 
and Robert Loeb, M.D. Pp. 1,627. Price, $12.00. 8th 
Ed. W. B. Saunders Company, Philadelphia. 

In this eighth edition the editors have added 
twenty articles on subjects not contained in previous 
editions. There has been some regrouping of material 
and a shortening of the book in total number of pages. 

Revision of articles has laid stress on newer con- 
cepts of disease as regards physiology, psychology, and 
biochemistry. 

As always, this textbook of medicine is of the high- 
est caliber and is a most worth-while addition to the 
medical library of the student and of the practitioner. 

—Artuur N. Jay, M.D. 


Handbook of Nutrition. By the Council on Foods and 
Nutrition. American Medical Association. Pp. 717. 
Price, $4.50. 2nd Ed. The Blakiston Company, Phila- 
delphia, 1951. 

This volume contains all the up-to-date knowledge 
acquired during and after World War II in the war 
stricken countries. Investigation of conditions in the 
desert, in the arctic, in the jungle, at great altitudes, 
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and under many other conditions affecting nutrition, 
are brought to light in this book. The role of vita- 
mins, minerals, and fluids as well as carbohydrates, fats 
and proteins, in health and disease, are discussed in 
great detail. The references as well as the subject ma- 
terial are complete. —J. P. Sanpers, M.D. 


Physician to the World: Life of William C. Gorgas. By 
John M. Gibson. Pp. 315. Price, $4.50. Duke Univer- 
sity Press, Durham, North Carolina, 1950. 


This is a fine biography of a remarkable man. It is 
a book which can bring cheer to those many physi- 
cians in the Army, and elsewhere, who have to try 
to do their work while hounded and thwarted by 
some small person who happens to be over them in 
rank. Possibly a fine, able man, after reading this 
book, will say to himself, “If Gorgas could ‘take’ such 
persecution and still drive ahead and get his work 
done, I too, should be able to carry on.” 

Theodore Roosevelt, when pressure was put on 
him, thought of letting Gorgas go, in spite of the 
magnificent work he had done in Cuba. Eventually 
Roosevelt backed Gorgas but turned him over to the 
tender mercies of Goethals who apparently deeply 
resented Gorgas’ fame, and hence always kept mak- 
ing it uncomfortable for him in Panama. 

When Gorgas asked for $15,000 for the starting of 
a little laboratory in Panama, the Commission sternly 
refused the request. He asked for an x-ray tube for 
the hospital, and after much delay they sent him one 
of a type which he could not use. And so it went for 
years. 

Small men in high places who knew nothing of 
tropical sanitation said that all this mosquito busi- 
ness was silly and all that was needed in Panama 
was to sweep the streets and get rid of sewage and 
bad smells. One would think that after Gorgas had 
shown so spectacularly how Havana could be made 
salubrious, he would have been treated with some re- 
spect; but no, his superiors and some congressmen 
only sneered. Ignorant men were his bosses, and they 
took delight in telling him what to do. 

With his appropriations constantly being cut, it is 
a wonder that he ever succeeded in doing what he 
had to do. At one time the Commission was about to 
fire him and put an osteopath in his place! 

—W. C. Atvarez, M.D. 


Childbirth Without Fear. The Principles and Practice of 
Natural Childbirth. By Grantly Dick Read, M.D. Pp. 
258. Price, $2.75. Harper & Bros., New York, 1950. 


Practically all physicians who are doing any obstet- 
rics will want to read this book if only so that they 
can know what to say in case one of their patients who 
has read it wants to talk to them about it and about 
the theory of having babies without fear and prac- 
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The NEW 
YEAR BOOK OF 


MEDICINE 


Still only $5.00, Postpaid 


@ Hundreds of New and Improved Treatments 
and Diagnostic Technics. 


@ 5 Big Sections—5 Distinguished Editors. 

Infectious Diseases, edited by Paul B. Beeson, 
M.D. 

Chest, edited by J]. Burns Amberson, M.D. 

Blood and Blood-Forming Organs, edited by Wil- 
liam B. Castle, M.D. 

Heart, Blood Vessels & Kidney, edited by Tinsley 
R. Harrison, M.D. 

Digestive System, edited by George B. Eusterman, 
M.D. 


® As always, A NEW Book, cover to cover-NOT 


a Revision. 


se the Year Book of Medicine to organize 

and guide your daily clinical reading— 
use it to get quickly and authoritatively, 
actual new prescriptions, dosages, technics— 
use it to keep always alert to every signifi- 
cant trend and advance affecting your daily 
practice. It is performing all these services 
for thousands of doctors—it will do so for 
you. Order your approval copy today by 
mailing the form below. 696 pages. 146 il- 
lustrations. $5.00, postpaid. 


PUBLISHERS Chicago 11, Ill. 


Please send me, postpaid, for 10 days’ free examination 
1 The New 1951 Year Book of Medicine, $5.00. 


Name ............ 
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STRICTLY ETHICAL- ADVERTISED ONLY TO THE PROFESSION 


fot ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 
AS AN ADJUNCT TO SYSTEMIC ANTI- 
INFECTIVE THERAPY 
CONTAGIOUS DISEASE EAR INVOLVEMENTS 


FORMULA: Glycerol (DOHO) ....... 17.90 GRAMS 
(Highest obtainable spec. grav.) 
Antipyrine 0.81 GRAMS 


7ot CHRONIC SUPPURATIVE OTITIS MEDIA 
FURUNCULOSIS AND | 
AURAL DERMATOMYCOSIS 


FORMULA: Urea 2.0 GRAMS 
Sulfathiazole 1.6 GRAMS 
Glycerol (DOHO) Base 16.4 GRAMS 


Nasal Decongestant WITHOUT Circulatory 

or Respiratory Effect 

COMMON COLD: SINUS INFECTIONS: PRE AND 
POSTOPERATIVE NASAL SHRINKAGE: HAY FEVER 
ALLERGIC AND HYPERTROPHIC RHINITIS 


FORMULA: Desoxyephedrine Saccharinate 0.50% w/v in an isotonic aqueous 
solution with 0.02% Laurylammonium saccharin. Flavored. pH'6.4. 


Supplied in THE DOHONY SPRAY-O-MIZER’ 


PLEASANT — EFFICIENT 
NON-TOXIC — BACTERICIDAL Also for Office and Hospital use. 
in Pint bottles, 


Scientific and Clinical Data sent on request 


Also MALLON DIVISION — Makers of RECTALGAN 
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tically without pain. Many obstetricians will not agree 
entirely with Dr. Read, but in these days they have 
to reckon with his ideas. Probably most of them will 
agree that it is bad for a woman to go into labor with 
her heart full of fear. 

Read proposes a theory of what he calls natural 
childbirth. He states that most of those physicians and 
mothers who have tried out his method are enthusias- 
tic about it. He believes that education and prepara- 
tion during pregnancy will build a relaxed mind and 
body, and this relaxation and lack of fear will ma- 
terially lessen the discomforts of labor. 

Read is an English physician. His first book was 
called Natural Childbirth. He has an idea that many 
fine women would like to have the conscious experi- 
ence of bringing their baby into the world. They 
would prefer not to be unconscious at the time. 

In the book are a number of case records which will 
be of interest. —Wa ter C. Arvarez, M.D. 


The Physiology and Pathology of Exposure to Stress. 
By Hans Selye. Pp. 1,025. Price, $14.00. Acta Endo- 
crinologica, Montreal, Canada, 1950. 


This huge book will not be easy reading to many. 
Most physicians today will want to go through at 
least some of it, because they will want to get some 
idea of what Selye is trying to do. It would have 
been better, if in a first chapter he had given a good 
abstract and summary of his theory, and what he is 


trying to prove. 

To many men today, Selye’s theory is a wonder- 
ful thing which is going to explain all sorts of dis- 
eases and perhaps is going to revolutionize our un- 
derstanding of medicine. Other men, more critical, 
and perhaps with a greater firsthand knowledge of 
physiology, feel that the concept is not so new and 
not so enlightening. Much of it resembles Cannon’s 
ideas of homeostasis and injury of the body by hor- 
mones poured out when the body is under stress. 

The physiologist and the well-trained internist will 
question the wisdom of putting together many dis- 
eases and conditions such as arthritis, hypertension, 
adrenal disease, peptic ulcer, and a lot of other dis- 
orders. Some men feel that Selye gets too excited 
over superficial resemblances. Perhaps he should not 
see any relation between a superficial acute ulcer of 
the stomach and a typical chronic one. 

Critical readers will constantly be running into 
claims which will upset them and cause them to lose 
admiration for the theory. They will suspect that 
Selye has not been critical enough. And yet they 
will admire the remarkable industry of the man and 
the tremendous amount of material he has gathered 
together. As Selye says, truly one must forgive much 
to the maker of even a wrong theory if it leads to the 
doing of much good research work. 

—W. C. Atvarez, M.D. 


Office Orthopedics. By Lewis Cozen, M.D. Price, $5.00. 

Lea and Febiger, 1950. 

This is a small book consisting of approximately 
210 pages of text and illustrations. The purpose of 
the book is to describe the diagnostic and therapeutic 
procedures that can be carried out in the office or 
orthopedic clinic. The book enjoyed an active sale at 
a recent convention. This indicates the need and desire 
of the practicing physician for such a book, but does 
not indicate that this book fills the need; it does not. 
Although numerous practical points are made, several 
useful procedures described, and an occasional pearl 
dropped, the majority of the text is so brief and limited 
that the physician who is not already familiar with the 
material will find little that will enable him to proceed 
on the basis of the descriptions given here. 

For instance, the subject of ankle fractures is cov- 
ered in thirty and one-half lines; wrist fractures in 
fourteen lines, and “sprained ankle” comes off a little 
better with thirty-two and one-half lines. The over- 
simplification is fraught with pitfalls to deceive the 
uninitiated. One hundred and fifty-six illustrations, 
line drawings, and photographs do not contribute ma- 
terially to informing the reader. Two photographs of 
ethyl chloride sprays held near joints and titled, 
“spray . . . with ethyl chloride,” a boy standing against 
a wall, titled, “postural exercise for the back. The lum- 
bar spine is pushed against the wall.” Several photo- 
graphs show adhesive strapping that is inadequate, so 
inadequate that no useful purpose could be accom- 
plished, and the tape would be off before the patient 
could arrive home from the office. This volume was 
disappointing; however, the assortment of practical 
points, often omitted from larger texts, may be worth 
the purchase price. —Stancey R. Truman, M.D. 


Differential Diagnosis of Internal Diseases. Clinical 
Analysis and Synthesis of Symptoms and Signs. By 
Julius Bauer, M.D. Pp. 866. Price, $2.00. Grune & 
Stratton, New York, 1950. 


This is a helpful book, full of information from 
cover to cover. Ever since his early days in the gradu- 
ate school in Vienna, Bauer has been an excellent 
teacher and a constant student of medicine. The 
reader will approve particularly of those many pas- 
sages in which Bauer writes from his own large clin- 


ical experience. —W. C. Atvarez, M.D. 


Noses. By Harold M. Holden, M.D. Pp. 252. Price, 
$3.50 World Publishing Company, New York, 1950. 
Dr. Holden is a plastic surgeon, who evidently for 

years has been gathering material on the psychology, 

physiology, art, folklore, and literature on the nose. 

As the doctor says, a disfiguring nose can account for 

a patient’s neurosis. 

This book contains much interesting material. 
—W. C. Atvarez, M.D. 
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FOR MEMBERS OF THE A.A.G.P. 


A Message to Young Members 


@ When the American 
Academy of General Prac- 
tice undertook to sponsor 
a Group Plan of Disabil- 
ity Insurance for its mem- 
bers, it had in mind es- 
pecially the younger © 
members and their urgent r™. 
need for protection. A. W. Breckenkamp 

@ The older men, many through personal experience, 
know what it means to be disabled—the extra ex- 
pense of doctors, hospitals, medicines and nurses 
—the non-productive weeks of convalescence with- 
out income. They know that they must either have 
ample surplus to tide them over such emergencies 
or provide adequate insurance to protect them 
against loss of debt. Most of them have been fol- 
lowing their profession long enough to accumulate 
savings that they can fall back on. 


© But for the younger men especially, the need for 
Disability Insurance is urgent. They feel young and 
healthy. Most of them have never experienced dis- 
ability. They don’t expect to be sick or injured. 
Therein lies the danger. The unexpectedness with 
which illness strikes—the suddenness of an acci- 
dental injury catches them wholly unprepared. 
Some of them are in debt. Few have yet accumu- 
lated adequate reserves. These are the ones who 
have the greatest need for dependable low cost in- 
surance. It is their only means of being prepared 
for the unforeseen—their only salvation from pos- 
sible loss of years of financial progress. 


@ Then, too, they stand at the threshold of their 
careers. For most of them financial security will 
not be reached for many years. An unexpeced 
sickness or an accident with resultant inability to 
work, medical expenses and loss of income would 
prove a burden to themselves and their families 
for many years to come even if the disabi-ity itself 
were only a matter of weeks or months. 

@ The Group Plan of Disability Insurance sponsored 
by the Academy makes available to all eligible 
members the most dependable protection at the 
lowest cost. It is a boon to the younger members 
especially, who might not otherwise feel able to 
pay the higher premium charged for an individual 
policy. This is one of the reasons why more and 
more members are enrolling every month. 


By A. W. BRECKENKAMP, President 
Professional Men’s Insurance Agency, Inc. 


Everyday Psychiatry. By John D. Campbell, M.D. Pp. 
394. Price, $6.00. 2nd Ed. J. B. Lippincott Company, 
Philadelphia, 1949. 

This book was written with the two purposes of 
introducing the minor psychiatric illnesses to general 
practitioners and of counteracting what seems to the 
author to be the excessive influence of books on en- 
vironmental factors in psychiatry. The author is avow- 
edly dedicated to the constitutional point of view in 
medicine. The major portion of the book consists of 
descriptions of “the different personality types” and of 
the borderline mental disorders to which these person- 
ality types are predisposed. Unfortunately the descrip- 
tions offered are highly impressionistic and the case 
histories (mostly derived from the author’s experience 
in the Navy) give only fleeting glimpses of the pa- 
tients. The author frequently states that these patients 
behave the way they do because of constitutional pre- 
disposition, but he does not present sufficient facts for 
the reader to judge the evidence himself. 

Some of the statements in this book are so extreme 
that they must be brought to the attention of anyone 
intending to read it. After assembling an unsorted 
mixture of fact and surmise the author “concludes” 
that the basic defect in psychoneuroses is a constitu- 
tionally hypersensitive autonomic system. No doubt, 
constitutional factors contribute to the etiology of psy- 
choneuroses much more than is generally admitted, 
but this predisposition lies in the highest areas of inte- 
gration, not in the autonomic nervous system. Such 
sensitivity of the autonomic nervous system (which is 
definitely not found in all psychoneurotic patients) is 
by no means fixed. When the psychic state is modi- 
fied, the physical symptoms and autonomic sensitivity 
disappear. 

Under post-traumatic and postinfectious neuroses the 
author lumps together all mental disturbances follow- 
ing head injuries or brain infections whether these 
are secondary to organic brain damage or derived from 
the patient's attitudes and feelings about his injuries. 
The discussion of psychosomatic symptoms is almost 
devoid of reference to the vast amount of work in this 
field during the past fifteen years. 

The author’s interest in constitutional medicine has 
tempted him to erect a hypothetical opponent of the 
“environmental school.” With this straw man he con- 
stantly struggles throughout the book. This gives to it 
a controversial, and at times a querulous tone which 
is out of place in a textbook for general practitioners. 
Moreover his bias has led him to neglect almost en- 
tirely consideration of the many known facts about 
psychic mechanisms. A cursory discussion of psychic 
mechanisms is relegated inappropriately to a section 
on intelligence. 

Our most serious criticism of this book is that it can 
be of little practical help to the general practitioner. 
The claim of the dust jacket that it shows “how to 
institute effective treament in the office” is simply a 
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misstatement. The brief references to psychotherapy 
show that the author is an exponent of educative and 
persuasive maneuvers with the patient, but not of any 
of the other established techniques of psychotherapy 
which may be employed by the general practitioner 
or with which he should be acquainted. 

With the general theme of this book we are in 
complete agreement. The pendulum of psychiatric 
research needs setting back considerably towards the 
side of genetic and constitutional factors. It is there- 
fore all the more regrettable that the author has not 
disciplined himself to his task. The extravagances of 
the so-called environmental school—and there have 
been many—cannot be corrected by setting opinion 
against opinion. Factual gaps can only be filled with 
facts. 

We therefore conclude that the book which this 
one was intended to be has not yet been written. We 
are unable to state that it will satisfy the thirst of gen- 
eral practitioners for reliable and applicable informa- 
tion in this important area of their work. 

—Ian Stevenson, M.D. 


Feelings and Emotions. The Mooseheart Symposium. 
Edited by Martin L. Reymert. Pp. 603. $6.75. Mc- 
Graw-Hill, New York, 1950. 


This is a remarkable book, reporting a symposium 
held partly at Mooseheart, Illinois, and partly on the 
campus of the University of Chicago. 

Many of the leading students of psychology and 
pathologic-psychology in the United States and the 
world came to give addresses. Naturally the papers 
are of unequal value. Quite a few are too technical 
for the average reader but others, like those of Harold 
G. Wolff, are so well written as to be interesting and 
easily understandable. 

This symposium will have to be studied by all seri- 
ous students of the emotions. It would have been very 
helpful if Dr. Reymert had arranged for some good 
reporter to select the essential information of this 
volume and present it in such form that every physi- 
cian and psychiatrist could quickly get help from it. 

—W. C. Atrvarez, M.D. 


Hay Fever. A Key to Allergic Disorders. By John Free- 
man, M.D. William Heinemann Medical Books, Ltd., 
London, 1950. 

This is an attractive book written by a man who, 
some 40 years ago learned about allergy from Leonard 
Noon. Freeman is a keen observer and student, and 
a man not afraid to differ with his colleagues. 

Three chapters deal with the important influence 
of emotions, moods, and tensions. 

Freeman devotes a chapter to the bacterial factors 
in allergy which are not much discussed by American 
allergists. 

This is an interesting book by a man who is sincere 
and earnest. It is well worth reading. 

—Joun Peters, M.D. 
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FOR MEMBERS OF THE A.A.G.P. 


Pre-Existing Conditions 

@ When men buy disability 
policies they want the 
kind of coverage that will 
pay whenever they are 
unable to work. They 
don’t want anything to 
stand in the way of pay- 


ment. Actually many in- 
dividual policies on the C. E. Hovey 
market today clearly state that benefits will be 
paid only for “sickness or disease contracted and 
commencing” after the date the policy was issued. 
That means that under such policies no payment 
will be made for disabilities arising from pre-exist- 
ing conditions. 


@ Through the Group Plan, sponsored by the Acad- 
emy, and underwritten by Continental Casualty 
Company, we obtain a contract that does not ex- 
clude pre-existing conditions. This policy will cover 
every disability that occurs after the effective date 
regardless of the date of origin of the disability. 


@ This is the kind of insurance that gives real pro- 
tection—gives income peace of mind—because you 
know that disability benefits will be paid to you 
whenever you are under a doctor's care and connot 
perform the duties of your profession. 


@ One would naturally expect that this broader type 
of coverage would cost more money but because 
of the economies of installing and administering 
this insurance on a group plan basis, Academy 
members save as much as $4.00 out of every $10.00 
they would have to pay for similar protection on 
an individual basis. 


© This contract is outstanding in its broad coverage 
offered at such low cost. It’s the kind of coverage 
you need—the kind you should have for your own 
protection. 


By C. E. HOVEY. Vice-President 
Professional Men’s Insurance Agency. Inc. 
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Neurology and Psychiatry in General Practice. Edited 
by Henry R. Viets, M.D., in collaboration with C. 
Charles Burlingame, M.D., Clarence B. Farrar, M.D., 
and Z. M. Lebensohn, M.D. Pp. 150. Price, $3.50. 
Grune and Stratton, New York, 1950. 


This is a sensibly written little book which is full 
of helpful information. There is an excellent chapter 
on the treatment of Parkinsonism; another on the 
alcoholic patient; another on anticonvulsive drugs. 

As Viets says, psychiatrists are usually more active 
than are psychoanalysts in helping patients. The 
psychoanalyst is more interested in uncovering deep 
conflicts. He deals mainly with the irrational part of 
the patient’s life. The psychiatrist, like the general 
practitioner, is more likely to deal with the everyday 
problems of life which are bothering the patient and 
making him ill. 

For a short book, this is a good one. 

—W. C. Atvarez, M.D. 


The Mental Health Programs of the Forty-Eight States. 
A report to the Governors’ Conference. Pp. 377. Price, 
$4.00. The Council of State Governments, Chicago, 
1950. 


This volume is full of statistics. It will be of value 
to everyone who is interested in programs for the 
better care of the insane and the very nervous. 

—W. C. Atvarez, M.D. 


ALSO RECEIVED 


Although the editors attempt to publish as many re- 
views of books as possible, space will not permit the re- 
view of all books received from publishers. 


Biological Antioxidants. Edited by Cosmo G. MacKen- 
zie. Pp. 181. Price $3.25. The Josiah Macy, Jr., Founda- 
tion, New York, 1950. 

Committee on Growth of the National Research Coun- 
eil. Fifth Annual Report to American Cancer Society, 
Inc. Pp. 384. National Research Council, Washington, 
1949-50. 

First Report on Institutional Research Grants of the 
American Cancer Society. Pp. 258. American Cancer 
Society, Inc., New York, 1951. 

Know Your Teeth. By Walter N. Gallagher, D.D.S. 
Pp. 81. Price, $2.00. Exposition Press, New York, 1951. 

Nasal Sinuses. By O. E. Van Alyea, M.D. Pp. 327. 
Price, $9.00. 2nd Ed. The Williams and Wilkins Com- 
pany, Baltimore, 1951. 

Researches in Binocular Vision. By Kenneth N. Ogle, 
Ph.D. Pp. 345. Price, $7.50. W. B. Saunders Company, 
Philadelphia, 1950. 

Social Work Year Book, 1951. Edited by Margaret B. 
Hodges. Pp. 696. American Association of Social Workers, 
New York, 1951. 

Statistical Abstract of the United States, 1950. Suner- 
vised by Morris B. Ullman, Pp. 1,040. Price, $3.00 
United States Department of Commerce. 
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Academy Members 


may now order 


GIFT 
Subscriptions 


for 


Hospital and Medical 


School Libraries 
at $ 5 00 each 


This special rate (half the regular non-member 
price) applies only to gifts by Academy chapters 
or members to medical libraries. Subscriptions 
placed by hospitals or schools direct, or subscrip- 
tions for non-member physicians (excepting stu- 
dents, interns and residents) still require the full 
$10.00 rate. 


There are undoubtedly many hospitals in every 
state that would welcome a copy of GP every 
month. Certainly every medical student should 
have access to the wealth of sound medical knowl- 
edge in every issue of this magazine. Chapters or 
members can render a real service to these institu- 
tions by giving them a subscription—and at a 
below-production-cost price! An attractive card 
announcing your gift will be mailed to the for- 
tunate recipient. 


Orders should be marked “Gift Subscription” and 
mailed to 


GP BUSINESS OFFICE 


406 West 34th Street, Kansas City 2, Mo. 
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A Problem of Supply and Demand 
in the Rapidly Growing Child 


Negative calcium balance during the childhood period of 
rapid growth is soon reflected in poor bone structure (eventu- 
ally rickets) and either latent or active tetany.'** 


The Body’s Calcium Requirements 

The optimal daily intake of wtilizable calcium is shown by 
the adjoining chart for the various periods of life. 
Deficiency in a “Good” Diet 

A number of factors influence calcium absorption.** The 
most important points are tabulated below. 


Various c* these factors greatly limit the utilization of cal- 
cium from foodstuffs.°” For instance: 1.) alkaline reaction 
of intestinal contents following a meal; 2.) formation of 
unabsorbable calcium salts by excessive fats and oxalic acid 
present in foods; 3.) high phosphorus content of vegeta- 
bles, milk and egg yolk may cause interference. 

Consequently, even a diet which includes more than the 


average amount of high-calcium foods does not guarantee 
the calcium intake required during rapid growth. 


gluconogalacto-gluconate best fills the qualifications desired 
for oral calcium therapy: 
High solubility for good absorption (27.5% solubility — 
9 times that of ordinary gluconate). 
Good g.-i. toleration and inviting palatability 
High calcium content (provides high dose in convenient 
dosage volume). 


BIRTH TO ,3 YRS. OLD: 1.0 GM 


3 YRS. TO COMPLETE GROWTH: 1.4 GM 


ADULTHOOD: 0.8 GM 


LATE PREGNANCY: 1.5 GM 


LACTATION PERIOD: 2.0 GM 


2 4 6 8 10 12 14 16 18 20 
Total Daily Calcium Requirement in Gms. 


Based ona f the Food and Nutrition Committee of the National 
Research Council.3 


Intestinal Absorption of Calcium 


FAVORED BY 


HINDERED BY 


. High solubility of the ingested 
calcium compound, 


. Low solubility of the 
compound ingested. 


. Acid reaction in the small 
intestine 


. Alkalinity of small in- 
testinal content. 


. Optimal Calcium: 
Phosphorus intake ratio 
(2:1 is best). 


. Oxalic acid present in 
certain vegetables. 


. Adequate intake of vitamin D; 
optimum intake aids Ca ab- 
sorption and bone formation. 


. Excessive intake of 
phosphates and undigest- 
ible fats. 


. Adequate flow of bile. 


of vitamin D 
int 


Calcium Supplementation of the Diet 

Because of the uncertainty of the dietary supply, it is neces- 
sary to supplement the diet with a readily absorbable calcium 
salt. Phosphates have been used but are not fully satisfactory 
because the calcium and phosphorus “. . . arrive in the in- 
testine at the same time and are for the most part unab- 
sorbed.”"* The gluconate salts of calcium have been most 
satisfactory; the highly soluble double gluconate, calcium 


Neo-Calglucon is available in a syrup preparation. One tea- 
spoonful of Syrup Neo-Calglucon® is equivalent in calcium 
ion content to approximately 20 grs. of ordinary calcium 
gluconate. 


Child's Dosage: 1 to 2 teaspoonfuls three times daily. 


A Desk Reference Chart bearing Calcium Requirement graph and data on 
Dietary Supplementation is yours for the asking; write to: 


HOMS, H.: J. Obst. & Gynec. 54: 62, 1947. 2. HOLT, L. 


Infancy & Childhood,’ ed. 11, N. Y. 
, 1940, 3. JEGH ERS, H.: New England J. Med. 225: 687) 1941. Fe 


J. A. M. A, 143; 1252, 1950. 5. STEARNS, G.: 
142: 478, 1950 
pensatory of U. S. A., ed. 24, Phila., Lippincott Co., 1947, 


BERNHEIM, A.: M. Woman's J. Dis- 


Sandoz Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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Academy Reports and News 


TV is THE proposed medium for the dissemination 
of medical information to the public as brought 
forth by Robert D. Potter, Executive Secretary of 
the Medical Society of the County of New York, 
New York, in an address to the Conference of 
Executive Secretaries at Atlantic City recently. 

The New York County proposal is to create a 
television program to give health information to 
all parts of the nation, through local county medi- 
cal societies. A nonprofit organization, the National 
Foundation of County Medical Societies, has al- 
ready been chartered under the New York State 
laws. This foundation would distribute income 
earned by the TV programs for charitable, scien- 
tific, educational, and research purposes. 

Screening all information to guarantee the ac- 
curacy, content, and format within the limits of 
good taste to conform with the medical profession 
code as laid down by the A.M.A., will be done in 
New York County. Each program will be designed 
to stress medicine at the family, hometown level. 

The fact that medical information used on the 
programs is the core of knowledge familiar and 
available to physicians in any community will be 
stressed to the listeners, according to the New York 
proposal. Each person will be urged to go to his 
own family doctor for advice. 

Aside from this “grass roots” program, television 
and radio shows have already been used in many 
states such as Michigan. There, two TV and 
twenty-six radio shows feature Michigan medicine 
for the laymen. The first television show for the 
Detroit area had Dr. Arch Walls, President of the 
Wayne County Medical Society, as opening guest. 
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Medical Societies Are Launching Television Programs 
to Disseminate Health Information on a Family Leve! 


New York County Proposes Local County Medical Groups 
Provide Health Programs for Public Using TV as Outlet 


Aero Medical Society Selects General 
Practitioner for New President-Elect 


Dr. R. Srovat of Washington, D. C., 
new President of the District of Columbia chapter 
of A.A.G.P., was voted President-elect of the 
Aero Medical Association at its annual convention 
in Denver, Colorado. He will succeed another 
Washington physician, Major General Harry G. 
Armstrong. 

Members of the Aero association are from prac- 
tically every country outside the Iron Curtain. 


Dr. William R. Stovall, President- 
Elect of the Aero Medical Association. 
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o establish and maintain urinary 
antisepsis, MANDELAMINE* is 
many times preferred because it 
is quickly effective against the organisms 
most commonly encountered in urinary- 
tract infections. Its exceptional freedom 
from untoward reactions and its wide 
range of antibacterial activity commend 
it for use as soon as the diagnosis has 


been made. 


Urinary antisepsis is often achieved in 
uncomplicated pyelitis in as few as three 
days. Speedy recovery is thus secured in 
many cases without necessitating higher- 
cost therapy. 


Other indications for MANDELAMINE 
are cystitis, prostatitis, pyelonephritis, 
nonspecific urethritis, and infections as- 
sociated with urinary calculi or neuro- 


COUNCIL ON 


PHARMACY 
CHEMISTRY 


to establish 


and maintain 


urinary antisepsis 


genic bladder; also valuable for pre- and 
postoperative prophylaxis in urologic 
surgery. 


Renal insufficiency is the only major 
contraindication to MANDELAMINE 
therapy. 


MANDELAMINE is available in bot- 
tles of 120, 500, and 1,000 enteric-coated 
tablets, through all prescription phar- 
macies. Comprehensive literature and 
samples for clinical trial will be furnished 
to physicians on request. 


a> 


NEPERA CHEMICAL CO., INC. 


NEPERA PARK, YONKERS 2, N. Y. 


“MANDELAMINE is the registered trademark of Nepera Chemical Co., Inc., for its brand of methenamin mandelate. 
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- Branches were formed this year for the Philadel- 
phia area, the Philippines, and for French-speaking 


countries. 


Marion County Welfare Board 
Appointment to Dr. Booher 


Tue appointment of Dr. Norman R. Booher of 
Indianapolis to the Marion County Board of Pub- 
lic Welfare has been announced. Dr. Booher is 
Vice-Speaker of the A.A.G.P. Congress of Dele- 
gates and Secretary of the Indiana Academy of 
General Practice. 


General Practitioners, Dr. Bibler, 
Spotlighted in Indianapolis News 


Tue Indianapolis News ran an editorial in a re- 
cent issue concerning one of the city’s favorite 
sons, Dr. Lester D. Bibler, and his reaction against 
overspecialization in medicine. 

“The Family Doctor,” title of the editorial, her- 
alded the impact of Dr. Bibler’s speech to the 
A.M.A.’s Atlantic City convention and the entire 
meeting's emphasis upon the family doctor. 

Dr. Bibler, a member of the A.A.G.P. Board 
of Directors,.also is author of a cogent article on 
“General Practice and the Hospital” which appears 
in the August issue of The Journal of the Indiana 
State Medical Association. 


Fifty-Year Service Honors to Five 
San Juan River Basin Practitioners 


HatF-century services of five San Juan Basin 
practitioners to the people of Southwestern Colo- 
rado were recognized at a testimonial banquet given 
by the San Juan Medical Society in Durango. 

The five honored were Drs. Royal W. Calkins, 
Cortez; Carl Lefforge, Ignacio; Jay R. Trotter, Man- 
cos; Wordsworth M. Elliott and Benjamin J. Ochs- 
ner, both of Durango. A bronze plaque was pre- 
sented to each of the men, whose combined service 
totals 250 years. 


Dr. Walter C. Alvarez a Speaker at 
Southeastern Idaho Clinical Meeting 


One of the five guest lecturers at the second South- 
eastern Idaho Clinical conference was Dr. Walter 
C. Alvarez of Chicago, now associate editor of GP. 
The meeting, sponsored by Southeast Idaho Medi- 
cal Association, was held September 7 and 8. 
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Texas Legislature Approves Postgraduate 
School of Medicine at Texas University 


Tue Postgraduate School of Medicine has been 
established as an independent branch of the Uni- 
versity of Texas in the Texas Medical Center on 
authority of the Fiftieth Legislature. Dr. Jack R. 
Ewalt was appointed full-time dean in September, 
1950. 

As it is organized now, the Postgraduate School 
has three areas of activity, according to Dean 
Ewalt. 

Refresher courses, designed for general practi- 
tioners and specialists, residency training programs, 
and research projects will be carried out. 

During the coming year the School hopes to 
offer courses in Austin, El Paso, Temple, Corpus 
Christi, San Antonio, San Angelo, Houston, and 
somewhere in the Panhandle. 


Eastern Groups Announce Postgraduate 
Courses Open to General Practitioners 


More postgraduate courses, which will be of inter- 
est to general practitioners, are announced. 

The annual Postgraduate Course in Diseases of 
the Chest, sponsored by the Council on Postgrad- 
uate Medical Education and the New York State 
Chapter of the American College of Chest Physi- 
cians, will be presented at the Hotel New Yorker, 
New York City, November 12-17. The number of 
registrants will be limited; tuition fee is $50. Applli- 
cations should be sent to the American College of 
Chest Physicians, 112 East Chestnut Street, Chi- 
cago 1], Illinois. 

Dr. Chester S. Keefer will be director of the 
Course of Clinical Lectures and Demonstrations 
for Practicing Physicians, which will be held from 
2 to 4 p.m. each Wednesday, October 24, 1951, 
through April 23, 1952, at Evans Memorial Build- 
ing Amphitheatre in Boston. The course, which 
allows 50 accredited hours by A.A.G.P., is spon- 
sored by Boston University School of Medicine 
and the Massachusetts Memorial Hospitals. The fee 
is $100. 

Wayne University College of Medicine offers 
a postgraduate course in the early detection of can- 
cer. Presentation will be made at three facilities of 
the College, Yates Memorial Clinic and Detroit 
Receiving Hospital in Detroit and Veterans Admin- 
istration Hospital in Dearborn. The course may be 
taken by quarters or for the whole year; tuition is 
$50 a quarter. 
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to ameliorate mood... 


to relieve inner tension 


‘DEXAMYL’—a balanced combination of ‘Dexedrine’* and amobarbital—provides the bene- 
ficial effects of both its two components: The ‘Dexedrine’, because of its “smooth” and 
profound antidepressant action, restores mental alertness and optimism and dispels psycho- 
genic fatigue. The amobarbital, because of its calming action, relieves nervous tension, 
anxiety and agitation. 

Combined in DexAMyL, the two components work together synergistically to control 
troublesome symptoms of mental and emotional distress. Each tablet contains ‘Dexedrine’ 
Sulfate (dextro-amphetamine sulfate, S.K.F.), 5 mg.; and amobarbital (Lilly), % gr. (32 mg.) 


Smith, Kline & French Laboratories, Philadelphia 
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Fifty-five part-time and ten full-time courses in 
different branches of medicine will be given by 
Mount Sinai Hospital, New York City, in afhlia- 
tion with the College of Physicians and Surgeons 
of Columbia University, beginning September 11. 
For further information, write the Registrar for 
Medical Instruction, Mount Sinai Hospital, New 
York 29, New York. 

A new series of postgraduate courses for armed 
forces medical officers will be given at five Army 
hospitals, the Armed Forces Institute of Pathology, 
and the Medical Service Graduate School, Wash- 
ington, D. C., during the remainder of this year 
and in 1952. 

The first of two internal medicine courses will 
be given October 8-12 at Walter Reed Army Hos- 
pital, Washington, D. C. Attendance will be lim- 
ited to personnel from the First, Second, and Third 
Army Areas and the Military District of Washing- 
ton. The second course, November 5-9, will be 
given at Letterman Army Hospital, San Francisco. 
Fourth, Fifth, and Sixth Army Area personnel may 
attend. 

Medical officers on active duty may apply to 
The Office of the Surgeon General, Department 
of the Army, Attention: Personnel Division, Wash- 
ington 25, D. C. Applications from Air Force and 
Naval officers should be forwarded through reg- 
ular channels. Medical officers not on active duty 
and civilian physicians may apply to the com- 
mander of the installation offering the course. 


A.A.G.P. to Have Exhibit at Kansas City 
Southwest Clinical Society Conference 


A.A.G.P. will have an exhibit at the Annual Fall 
Clinical Conference of the Kansas City Southwest 
Clinical Society, which will be held October 1-4. 
Exhibits will be displayed in Kansas City’s Munic- 
ipal Auditorium. 

The conference is classified as a formal study 
course for general practitioners by A.A.G.P. One 
of the special features of the program will be a 
Clinicopathologic Conference in which the mod- 
erator presents an unusual case history and then 
calls upon the discussants to expound their individ- 
ual theories. 

Guest speakers will be Drs. A. W. Adson of 
Rochester, Minnesota; Edward F. Bland of Boston, 
Massachusetts; John W. Cline of San Francisco, 
California; William F. Mengert and Harold A. 
O’Brien of Dallas, Texas; Herman E. Pearse of 
Rochester, New York; H. Marvin Pollard of Ann 
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Arbor, Michigan; Heyworth N. Sanford of Chi- 
cago, Illinois; George Saslow of St. Louis, Mis- 
souri; John R. Schenken of Omaha, Nebraska; 
J. S. Tassman of Philadelphia, Pennsylvania; and 
Edward B. Tuohy of Washington, D. C. 


“Sarah” Bernhart Emcees Golf 
Tourney Dinner in Milwaukee 


Master of ceremonies at the Medical Society Golf 
Tournament dinner in’ Milwaukee was Ervin L. 
“Sarah” Bernhart, an Academy member. 

“Sarah” kept dinner activities going at a good 
pace—bringing laughs from specialists and general 
practitioners alike, who had participated in the 
tourney. 

Game statistics gave the general practitioners the 
edge with an average gross score of 94.51 while 
the specialists averaged 99.46. Thirty-seven general 
practitioners and 37 specialists entered play. 


Programs Announced for St. Louis 
General Practitioners Study Club 


Tue General Practitioners Study Club of Greater 
St. Louis has planned fall and winter programs 
with local physicians as guest speakers. 

Dr. Roy V. Boedeker spoke at the September 19 
meeting. His topic was “Practical Procedures in 
Gynecology for Treatment in the General Practi- 
tioners Office.” 

October 17, Dr. James F. Dowd will speak on 
“Treatment of Common Injuries Resulting From 
Automobile Accidents.” “Ophthalmic Procedures 
for the General Practitioner” will be Dr. Adolph 
C. Lange’s topic on November 21] and at the 
December 19 meeting, Dr. Leo J. LeBlanc will 
speak on “Office Management of Some of the Com- 
mon Anorectal Diseases.” 


Fall Medical Association Meetings 
Scheduled Throughout the Nation 


A GENERAL PRACTITIONER'S movie was a special 
program feature at the annual session of the Utah 
State Medical Association which was held Sep- 
tember 13-15 at the University of Utah. 

Practitioners in the South have been informed 
that The Southern Medical Association has sched- 
uled its forty-fifth annual meeting for November 
5-8 in Dallas, Texas. 

A third meeting, the Twenty-second Annual 
Scientific Assembly of the Medical Society of the 


Se 
fers 
2 
} 
| 
137 
ie | 
A 


will take “what the doctor orders” 


... when you prescribe high potency lipotropic therapy 
in the form of pleasant-tasting WYCHOL syrup. 


WyYcHOL provides large doses of choline (3 Gm. 
choline base per tablespoonful) in synergistic combina- 
tion with inositol (0.45 Gm.) in an unusually palatable 
raspberry-like flavored syrup. It invites the sustained 
adherence to the prescribed dietary regimen which is 
so important to therapy. 


SUPPLIED: bottles of 1 pint. 


Also available for supplementary and supportive therapy while 
the patient is away from home, Capsules WycHOL: Bottles of 100. 


WYCHOL 


CHOLINE AND INOSITOL WYETH 


Wigeth Incorporated, Philadelphia 2, Pa. 
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District of Columbia, is being held October 1-3 
at Hotel Statler in Washington, D. C. 


Mississippi Valley Medical Society 
Has 16th Annual Meeting in Peoria 


A pRoGRAM especially planned for general practi- 
tioners was given at the 16th annual meeting of 
the Mississippi Valley Medical Society in Peoria, 
Illinois, September 19-21. 

Over 30 clinical teachers from leading medical 
schools in the country conducted this postgraduate 
assembly. Scientific and technical exhibits were 
displayed. 


Georgia Offers Week of Postgraduate 
Education for General Practitioners 


Emory University School of Medicine in Atlanta, 
Georgia, in co-operation with the Georgia Medical 
Association, is offering a one-week, full-time post- 
graduate course in medicine and surgery for gen- 
eral practitioners, starting October 8. The course is 
designed to present current ideas concerning the 
diagnostic and therapeutic problems in genera! 
practice. 


Views on General Practice Education 
Voiced in Southern Medical Journal 


SouTHERN Mepicat Journat carries discussions 
of “Education In General Practice” by Academy 
members, Drs. John O. Boyd, Jr., of Roanoke, Va., 
and John R. Bender of Winston-Salem, N. C., in 
its September issue. 

The journal has printed Dr. Boyd's speech, 
which was read at the section on Medical Educa- 
tion and Hospital Training during the 44th An- 
nual Meeting of the Southern Medical Associa- 
tion in St. Louis last November. 

In that speech, Dr. Boyd stressed the need to 
encourage interns and residents to go into general 
practice, the part medical schools should play in 
preparing students for this choice, and the im- 
portance of postgraduate training to maintain high 
standards set up by general practitioners. 

Dr. Bender summed up his discussion in his 
statement, “There is not much virtue in continu- 
ing to talk about ‘education of general practitioners’ 
unless educators, hospital administrators, and the 
medical profession as a whole will formulate and 
then put into practice their ideas in an over-all edu- 
cational program.” 
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October Postgraduate Courses Planned 
By Michigan University Medical School 


Tue fall program of the department of postgradu- 
ate medicine at the University of Michigan Medi- 
cal School, Ann Arbor, includes a number of brief 
review courses for practicing physicians. 

A one-week course in Pediatrics starts October 
10 and another one-week course in Diagnostic 
Methods will begin October 23. Clinical instruc- 
tion in diagnosis and internal medicine will be 
given every Wednesday and Thursday afternoon 
starting October 4. 


Medical News in Small Doses: 


Aucust issue of The Modern Hospital carries an 
article written by Dr. Stanley R. Truman of Oak- 
land, California, past Academy president. His con- 
tribution, “General Practice Is the Standard By 
Which the Quality of Medical Care Is Measured,” 
is from a paper read before the Association of West- 
ern Hospitals recently. . . . Honorary Academy 
member, Dr. Franklin D. Murphy, who is the new 
Kansas University chancellor, has been elected to 
the board of directors of Hall Brothers, Inc., Kan- 
sas City. . . . Current Medical Digest announces 
that Dr. Edwin Matlin of Mt. Holly Springs, Pa., 
consultant in general practice, is a new member of 
its board of editors. . . . The annual Frank C. 
Henry Jr. Memorial Lecture, sponsored by the 
Academy of Medicine in the Raritan Bay Area, 
New Jersey, will be given October 17 by Dr. Max 
Thorek of Chicago. . . . Academy member, Dr. 
Perry Gittins of Detroit, was among Wayne 
County Medical Society members who participated 
in the Fourth Annual Conference on the Rehabili- 
tation of the Handicapped Worker Over Forty at 
the University of Michigan recently. . . . Dr. 
Arthur R. Colwell, chairman of the department of 
medicine at Northwestern University Medical 
school, who has been a contributor to GP’s Prac- 
tical Therapeutics department, is new president of 
the American Diabetes Association. . . . Dean 
Melvin A. Casberg of Saint Louis University 
School of Medicine has been appointed by the 
American Medical Association to head its Section 
on Military Medicine. During World War II, Dr. 
Casberg was on duty with the Army in China 
under General Joseph Stilwell, and was at one 
time personal physician to Madame Chiang Kai- 
Shek. 
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THE general practitioner's wife might be defined 
as “that species of womanhood that is endowed by 
the Almighty God with infinite patience, perse- 
verance, integrity, and wisdom that every doctor 
must have before he can be a good general practi- 
tioner. She is the symbol of charity, the apostle 
of goodness, and the emblem of godliness all 
wrapped up in one soul.” 

The general practitioner's wife as a housewife 
and companion shares the heartaches and the 
troubles of her husband. She is a partner of his in 
failure as well as in success. She goes through all 
the agonies with her husband when his patients 
are seriously ill and actually in death. Frequently, 
it is her lot to see her best friend pass to the great 
beyond, and at times she is called upon to help 
console the family. She is the perfect partner; she 
is always helpful; she never complains; she is 
always the balance wheel both in failure and in 
good fortune. She takes his troubles seriously, and 
she assists in his misfortune. She takes time off 
with him, enjoys the pleasures he enjoys, and 
rounds out and makes his a full life. 

She is the mother of his children. General prac- 
titioners are notably prolific. It is nothing unusual 
to find general practitioners with three, four, or 
five children. Naturally she must be a specialist in 
prenatal and postnatal care. She is the neighbor- 
hood advisor frequently for the young pregnant 
mother and the postnatal care of the mother and 
the infant. Naturally she must be the pediatrician. 
The husband has little time to take care of the 
health of his own children. Consequently, she 
must know how to take care of their colds, their 
coughs, their upset stomachs, their injuries, and 
other things that come along in rearing children. 
She is the nurse and she must be an expert in 
first-aid. In her role of mother to her own children 
she has to be an expert in child guidance and fam- 
ily relations. Many times her friends or neighbors 
call upon her to assist them in child guidance. 
Many times she has to settle little difficulties 
within the family that the father never seems to 
get around to doing. Obviously the general prac- 
titioner’s wife must be an educator. She must be 
intelligent. She must be studious. She must know 


A MESSAGE FROM THE PRESIDENT: 


THE GENERAL PRACTITIONER‘’S WIFE 


J. P. Sanders, M.D. 


not only the latest fashions of the day, but the 
latest developments in school management and 
educational trends. She must know her community 
affairs, the political and other significant things 
coming up. They may include voting on school 
bonds or public health units. She must know state 
and national politics as well as world affairs. She 
should be a well-educated, well-rounded woman. 

The general practitioner's wife is also a good 
friend and good neighbor. She frequently carries 
the burdens of the neighborhood on her own shoul- 
ders and helps to solve little problems that come up 
everywhere. She is a friend of the neighbors, the 
patients, and their families. She obviously must be 
interested in school work, the Parent-Teachers As- 
sociation, and women’s clubs. She must be able to 
assist in church affairs and in social activities of 
the community in which she lives. Frequently she 
is called upon to co-ordinate the efforts of the com- 
munity, school, and church. 

The general practitioner’s wife probably reaches 
her greatest role as the “home secretary.” This is 
not always realized by the people who know her. 
She keeps herself in the background and carries 
on the work without the patients really knowing 
what is going on. The doctor is in the office five 
or six hours a day; he is in the hospital two or 
three hours a day; but he is in the home 16 or 18 
hours. It is the problem of the wife during all that 
time to keep up with what is going on. She tries 
to co-ordinate the patients’ wants and the doctor’s 
efforts. She is on the job 24 hours a day, including 
Sundays and holidays. She takes the calls, satisfies 
the patients, keeps in touch with the doctor in his 
activities, and keeps an accurate check on his 
whereabouts. She actually runs his practice from 
the home. She is the telephone operator as well as 
the home secretary. She does all this without frus- 
tration and never gets excited. She must have in- 
finite patience and must be co-operative. If she gets 
fatigued, she must not show her weariness. She 
must always be pleasant, always available, and 
always on the right side. —J. P. Sanpers, M.D. 
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Hotel Reservations at Atlantic City 


1952 Annual Scientific Assembly 
AMERICAN ACADEMY OF GENERAL PRACTICE 


Convention Hall—March 24-27—Atlantic City, N. J. 


® A Housing Bureau has been organized for the accommodate other than national officers, two dele- 
Annual Scientific Assembly of the AMERICAN — gates from each state chapter, and distinguished 

ACADEMY OF GENERAL PRACTICE, March 24-27, guests in the Chalfonte-Haddon Hall Hotels. Officers 

1952, in Ailantic City. Since all requests for rooms of state chapters and others will be required to make 

are handled in chronological order, it is recom- individual requests which will be handled in regular 

mended that you send in your application IMMEDI- — chronological order. 

ATELY. 


All reservations must be cleared through this 
HOUSING BUREAU. Please give DEFINITE DATE and 
approximate hour of ARRIVAL, as well as DEPART- 
URE, and list the names and addresses of ALL per- 

A limited number of rooms are available at the = sons who will occupy the rooms requested, and the . 
Headquarters Hotel. Therefore, it is impossible to 


In making hotel reservations, please use the blank 
below. In writing for reservations indicate your first, 
second, third, fourth, fifth, and sixth choice of hotels. 


type of accommodation desired. 


You will receive confirmation direct from the hotel accepting the reservations when made. 


AAGP HOUSING BUREAU Single rooms are limited 
MAIL TO: 16 Central Pier in number. Please arrange to occupy 
Atlantic City, N. J twin-bedded rooms if possible. 


Please reserve the following: (See reverse side for list of Hotel Rates) 


(2 rooms with one bath) for.......... persons. 


Rooms will be occupied by: 
Name Street Address City State 


AAGP Housing Bureau (Please Attach List of Additional Names, If Necessary) a en 


(See other side for hotel rates) 
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HOTEL RATES IN 


ATLANTIC CITY 


Rooms with Bath 


No. Boardwalk Hotels Single Double 
37 Ambassador, Boardwalk at Brighton... $6.00-11.00 $8.00-14.007 
19 Apollo, Boardwalk at New York....... 4.00- 6.00 6.00-10.00 
1 Breakers, Boardwalk at New Jersey... 5.00- 9.00 7.00-14.00 
9-10 Chalfonte-Haddon Hall—No rooms available. 

Reserved for Congress of Delegates... . 6.00-14.00 8.00-18.007 
28 Claridge, Boardwalk at Park. 7.00-15.00 10.00-18.00 
33 Dennis, Boardwalk at Michigan... 6.00- 8.00 9.00-16.00 
32 Marlborough-Blenheim, Boardwalk at Park... 6.00- 9.00 9.00-18.00f 
15 Mayflower, Boardwalk at Tennessee... 5.00- 6.00 7.00-12.007 
14 New Belmont, Boardwalk at Ocean... 4.00- 5.00 6.00-10.00 
40 President, Boardwalk at Albany... . 5.00-10.00 8.00-14.00¢ 
36 Ritz-Carlton, Boardwalk at Towa. 6.00-12.00 8.00-14.00F 
2 St. Charles, Boardwalk at St. Charles. 5.00-12.00 7.00-14.00 
5 Seaside, Boardwalk at Pennsylvania... 6.00-11.00 8.00-14.00f 
34 Shelburne, Boardwalk at Michigan . 6.00-16.00 9.00-18.00¢ 
26 Traymore, Boardwalk at Ilinois 6.00-14.00 8.00-18.007 


Rooms with Bath 
Single Double 


4.00 $6.00- 7.00 
lla Carolina Crest*, N. Carolina near Boardwalk 5.00- 7.00 7.00-10.00 
. 5.00- 6.00 7.00 


Avenue Hotels 
21 Boscobel, Kentucky near Boardwalk 


4 Clarendon, Virginia near Boardwalk 


7 Colton Manor, Pennsylvania near Boardwalk... 5.00- 9.09 7.00-12.00 
17 Columbus, Pacific at St. James Place 6.00- 8.00 
29 Crillon*, Pacific at Indiana 8.00-10.00 
30 Eastbourne, Pacific at Park Place 7.50- 8.00 
16 Flanders, St. James near Boardwalk . 5.00 7.00- 9.00 
6 Holmhurst, Pennsylvania near Boardwalk 7.00- 8.00 
23 Jefferson, Kentucky near Boardwalk cue 6.00 7.00-10.00 
24 Kentucky, Kentucky near Boardwalk... 3.50 6.00- 7.00 


MASSACHUSETTS AVE. 
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Street plan of Atlantic City, showing 


location of Housing Bureau hotels. 


Map 


No. 
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Avenue Hotels 
Lafayette, N. Carolina near Boardwalk... 
Lexington, New York near Boardwalk. 
Madison, Illinois near Boardwalk... 
Monticello, Kentucky near Boardwalk... 


Morton, Virginia near Boardwalk... 
Penn-Atlantic, Bacharach and S. Carolina... 
. 4.00- 7.50 
. 5.00- 7.00 
. 4.00- 5.00 


Runnymede, Park near Boardwalk... 
Senator, S. Caroiina near Boardwalk... 


Sterling, Kentucky near Boardwalk... 


. 6.00 


Rooms with Bath 
Single Double 


. 5.00- 8.00 8.00-14.007 


5.00 6.50- 8.50 
7.00-10.00 
7.00 

7.00-10.00 
7.00 

6.00-10.00 
7.00-12.00 
6.00- 7.00 


5.00- 7.00 


The above rates are subject to 3% Municipal Tax 


*Rate Includes Breakfast. 
Parlor Available. 
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VITAMINS 


with 


ssured Potency 


VITAMINS 
ADCB,B.B, 


NIACIN Amiog 
wm 


LYOPHILIZED TO INSURE FRESHNESS 


Vitamins C, Bl, B2, B6, Calcium Pantothenate When mixed together each 0.6 cc. (as marked on 
4 dropper) is standardized to contain: 
Niacin Amide AND B-12 are Lyophilized (dry Vitamin A (synthetic) .............00- 5,000 USP Units 
form—ready to mix) to insure freshness when Vitamin C (ascorbic meg. 
i ily Vitamin Bl (thiamin chloride) 5 meg. 
protected from light. BABE-E VITA readily Vitarnin 0.6 meg. 
soluble in seconds, easily mixed and simple to Vitamin B6 (pyridoxin hydrochloride) ...... ..0.5 mg. 
use. For the first time you can now prescribe 10 mg. 
vitamin food supplement and know that the 5 megm 
vitamins will be fresh. WA NO REFRIGERATION NECESSARY 


Lincoln of Texas Laboratories Inc. Pacific - Lincoln Loborotories Inc. 
Houston, Texos Solinas, California 


Laboratory Park, Decatur, Illinois, U.S.A. 
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Just the place for a relaxing woihend ora oui rest. 


Just 3 hours from New York by Clipper 


You'll be amazed how your cares and worries melt 
away under the warm Bermuda sun. Here’s an 
island Paradise where you can afford to be lazy. 


_ ——— Only Pan American offers you a choice of both 
You'll find famous English china and silver, French lace deluxe and tourist air service to Bermuda. You can 


and perfume, tartans of Scotland in Bermuda... all reason- li 
ably priced in devalued pound sterling. And if you stay 12 8 y by luxurious, Constellation-type Clipper . . . 


days or more, you can bring back $500 in goods duty-free! $99 round-trip fare. Or, by DC-4 Clipper... 
tourist service is only $85 round trip. 
WORLD'S MOST EXPERIENCED AIRLINE 


*Trade Mark, S. Pat. Off. Pan American World Airways, 
Chrysler Bidg., Avsy Fares subject to tax. 


FAN AMERICAN Worto AIRWAYS 
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Following the Atlantic City Assembly .. . 


Jf HRolidar In 


Itinerary Number One, $463.00. Going via 
SS Queen oF Bermupa, returning via Pan-AMER- 
1cAN Wortp Airways. 


16 Days 


March 27: At 5:00 p.m. leave Atlantic City via 
Special Train for New York. 


March 28, 29, 30: In New York with choice ac- 
commodations at the Biltmore. Tickets to an outstand- 
ing theatre production, gala dinner party at one of 
New York’s smartest theatre-restaurants. 


March 31 and April 1: At sea aboard the luxuri- 
ous SS Queen of Bermuda. Choice outside cabins. 
Relax and play . . . deck games, music, swimming, 
excellent cuisine, all for your pleasure. 


April 2 to 10 inclusive: In lovely Bermuda, the 
“coral gem of the Atlantic.” Your home is Bermuda’s 
exquisite Elbow Beach Surf Club. Sightseeing, golf, 
swimming, dancing and dining. Unsurpassed food 
with finest accommodations. 


April 11: Leave Bermuda via Pan-American “Clip- 
per” for the return to New York. From the galley, 
food truly prepared to please the palate, and the host- 
esses are on hand with cards, magazines, refresh- 
ments, etc., to pass the time during our flight. Upon 
arrival New York, motors transfer us to Grand Cen- 
tral Station for the return to home cities. 


Itinerary Number Two, $399.00. Going via 
Pan-AMERICAN Airways, return via Pan- 
AMERICAN Wortp Arrways. 


14 Days 


Itinerary Two will be similar to Number One, how- 
ever this party will only remain in New York until 
Saturday morning, March 29, departing at 10:30 
A.M. via Pan-American “Clipper” en route Bermuda, 
arriving Bermuda in time for dinner that same eve- 
ning. The program in Bermuda will be the same as 
Itinerary One, covering this party, however, from 
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Plan Now to Visit Bermuda with Your Fellow Members! 


their third through thirteenth days, March 29 to April 
8 inclusive. The morning of April 9, depart en route 
New York via “Clipper” at 10:00 a.m. 


Itinerary Number Three, $487.00. Going 
via SS Queen oF Bermupa, return via SS QUEEN 
oF BERMuDA. 


17 Days 


Itinerary Three is identical to Itinerary One to the 
fourteenth day, April 9. However, on April 10, this 
party departs via the SS Queen of Bermuda for the 
return trip, arriving New York the seventeenth day, 


April 12. 


NASSAU EXTENSION, $157.50. In conjunction 
with Itineraries One and Two, a special Four-day 
Extension to Nassau in the Bahamas is available. De- 
parting Bermuda the morning of April 9, four days 
and nights will be spent at famous Fort Montagu 
Beach Hotel. Choice double rooms, meals, beach fa- 
cilities, sightseeing, etc. Air transportation from Ber- 
muda to Nassau and from Nassau to New York via 


BRITISH OVERSEAS AIRWAYS. 


Detailed itineraries of above all-expense arrange- 
ments upon request. All arrangements by LEE KIRKLAND 
TRAVEL, Kansas City. 


IT’S VERY IMPORTANT to place definite reservations 
as early as possible, as our “Bermuda Holiday” will 
take place at the very height of the Bermuda season. 


pes 


American Academy 

of General Practitioners 
406 West 34th 

Kansas City, Mo. 


Please reserve, in my name, accommodations for my party of 
( +) for the A.A.G.P. BERMUDA HOLIDAY. We prefer 
Itinerary Number ( _). Enclosed is my check for ( 


resenting deposit of $50.00 on each reservation which is to be 


applied on cost of trip. Nassau Extension—Yes 1] No [1]. 
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With every conceivable operating position 


including extreme low and high positions 


y 
Y] 
>, 


Y, 
4 


Avoiding a mul- 
tiplicity of controls, ] 
gadgets, dials and 
levers, the com- 
plete simplicity 
and flexibility of 


the Shampaine S-1502 
Table are its out- 
standing features. YY 
Every control wheel 
and pedal is easily a ) 
ed at the head 
of the table. 


No reaching . ae 
is necessary, 

no dials to 
observe beneath 
table drapes. 


Concealed operat- 
ing mechanism 
provides protection 
and ease in clean- 

Write for complete | 
illustrated catalog or 
consult your dealer to- 
day for more informa- 
tion on this revolutionary 
major operating table. 
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SeverAL hundred members of the Academy were 
in the Atlantic City Convention Hall last June, 
during the A.M.A. meeting. Many others have at- 
tended meetings in the same place in previous 
years. But probably few were aware that they were 
inside the world’s largest auditorium building. 

The main hall, where you will find all the tech- 
nical and scientific exhibits next March, is so large 
that Madison Square Garden, of New York City, 
could be set down inside of it—with enough floor 
space left over to stage a track meet and several 
large gatherings at the same time. We are reliably 
informed, for whatever value the information may 
have, that the longest home run ever hit by Babe 
Ruth would not go from one end of the hall to the 
other. It is large enough for a full-sized football 
field, and several professional games have actually 
been played on its tanbark and turf-covered floor. 

The size of this hall makes it possible for us to 
present a greater number and wider variety of ex- 
hibits—both technical and _ scientific-than have 
ever been featured in any previous Assembly. Every 
important manufacturer of pharmaceuticals or 
equipment, as well as the complete list of textbook 
publishers, will be present to show you his wares. 
We understand there are several new products of 
the drug industry which will be introduced at 
this meeting. 

We will not be able to stress too much, between 


The 1952 Assembly Will Be Held 
In World’s Largest Auditorium 


now and next March, the importance of frequent 
visits to the scientific exhibits while you are in 
Atlantic City. The Committee on Scientific As- 
sembly assures us that every lecture will be supple- 
mented by from one to four scientific exhibits— 
displays and demonstrations that will greatly in- 
crease your understanding of each platform discus- 
sion. At the conclusion of each lecture period, the 
chairman will announce the list of exhibits which 
you will particularly want to visit during the fol- 
lowing recess period. 

The Ballroom, where all the lecture sessions 
will be held, has been described as one of the most 
beautiful in the world. It seats 5,000—and we do 
mean comfortably—you will not suffer from 
hard wooden folding seats in the Atlantic City Con- 
vention Hall, for all the chairs are cushioned. It is 
well equipped with the best projection equipment 
and is well ventilated. A complete stage and a mag- 
nificent pipe organ are part of the equipment, and 
it is hoped both will be put to use if another eve- 
ning of radio and vaudeville talent can be arranged, 
similar to the highly entertaining evening's pro- 
gram which was presented at the San Francisco 
Assembly. 

The average visitor has no direct occasion to use 
some of the “behind the scenes” facilities of the 
Hall, but it is interesting to know that freight and 
passenger cars can be unloaded directly at the lower 


Atlantic City Convention Hall, the world’s largest, will house Academy’s 1952 Assembly. 
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p-to-Date 
ntitussive 


METHAJADE® spares your patients the needless vio- 
lence of exhausting, “unproductive” cough—with- 
out depriving them of the benefits of normal 
expectoration. 

Because it contains methadone, the synthetic anal- 
gesic-antitussive, METHAJADE is capable of suppress- 
ing the irritability of the cough reflex without block- 
ing it entirely. 

Because it contains potassium citrate and diluted 
phosphoric acid, METHAJADE promotes the liquefac- 
tion and loosening of mucus, facilitating the expul- 
sion of bronchial exudate and debris. 

Because it relaxes smooth muscle, including that 
in the tracheobronchial tree, METHAJADE is effective 
in relieving the bronchial spasm often associated 
with coughs. 

Together, these actions tend to decrease the fre- 
quency and increase the efficiency of coughing, and 
to relieve bronchial spasm. METHAJADE is therefore 
well qualified as a practical aid in achieving the 
modern objectives of cough control: 


(1) to preserve the natural physiologic benefits of 


the cough— 
{2) to reserve the act of coughing for “productive” 
expectoration, 


Composition—MetHasave is a sugar-free antitussive 
with a delicious, fresh, lime flavor. Each 30 cc. 
(1 fl. oz.) contains: 


Sedative-antitussive effects of Methajade control sleep-robbing 
paroxysmal cough—allow patients to get needed rest. 


SUBDUES VIOLENT COUGHING 


Methadone hydrochloride* = 10 mg. 
(d,1-6-dimethylamino-4,4-dipheny!-3-heptanone 
hydrochloride) 


WARNING: may be habit forming. 


Prepadrine®, phenylpropanolamine 


Diluted phosphoric acid ...................... 4.5 cc. 


Alcohol 5% 


*The analgesic potency of methadone hydrochloride is—weight for weight—approximately 
equivalent to that of morphine. It controls cough as well as, or better than, codeine. 


Average Dose for Adults: 1 to 2 teaspoonfuls every 
three or four hours. 


CHILDREN: 

(note: METHAJADE should not be administered to 
children under 2 years of age. In children 2 vears of 
age or older, METHAJADE should be used only in cases 
of severe, intractable cough.) 

Two years: 4 teaspoonful not more often than 
every four hours. 

Five years: 4% teaspoonful not more often than 
every four hours. 

Ten years: 1 teaspoonful not more often than every 
four hours. 


Packaging—Metnasape is supplied in pint Spasaver® 


bottles and gallon bottles. 
Sharp & Dohme, Philadelphia 1, Pa. 


Methadone hydrochloride is subject to the provisions of the Harrison Narcotic Act. 


METH 


A 1 F Antitussive 
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entrances—also that, because of the wide ramps 
connecting all floors, automobiles can be driven to 
any part of the building. 

In every way, the Atlantic City Convention Hall 
is one of the most perfect places for a medical 
meeting in the entire country. When you couple 
those physical facilities with the most outstanding 


AFTER THE 


PERHAPS TO BERMUDA, 


Aprit in Bermuda is the height of season for that 
favorite of early spring vacation spots. The legend- 
ary fields of Easter lilies and a breath-taking view 
of coral beaches will greet Academy members who 
join the A.A.G.P. postconvention trip to the “Land 
of Perpetual Spring.” 

The Bermudas are a group of one hundred and 
fifty coral islands nestled in seventeen miles of 
Atlantic waters. Remote enough to be unspoiled 
and British enough to be “different,” the lingering 
seventeenth century charm of colonial buildings is 
mingled with modern facilities for relaxation and 
recreation. 

The vacationer of every temperament will find 
diversions to suit his pace in lovely Bermuda. 
Game bonefish will try the skill of the light tackle 
fisherman; wahoo, tuna, and marlin await the deep- 
sea sportsman. Sailing is a favorite way of enjoying 
the brisk, salty air, and of course, you will swim in 
the invigorating surf and relax on sun-drenched 
sandy beaches. 

For the golfer there are rolling fairways and 
smooth greens where the sea-view never leaves 
the eye. Fast en-tout-cas courts will bring out the 
best game in a tennis fan. For exploring and exer- 
cise, bicycles ere Bermuda’s answer to transporta- 
tion; and for the “lazy” ones, a ride along oleander- 
hedged roads in an open Victoria presents a mem- 
orable picture of secluded coves, fields of tropical 
flowers, and the flash of white-washed roofs against 
the sky. 

Specialists in sightseeing could spend the entire 
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1952 ASSEMBLY, WHITHER? 


LAND OF PERPETUAL SPRING 


program ever designed for general practitioners (in- 
cluding a list of speakers that reads like a roll call 
of the medical hall of fame), you begin to under- 
stand why this Fourth Annual Scientific Assembly 
is going to be a meeting that no alert family doctor 
can afford to miss. 

Mark your calendar now—March 24-27, 1952! 


eight days immersed in historic points of interest. 
Centuries-old St. Peter's church, the stately Ses- 
sions House where the “Commons” of Bermuda 
meets, Gibb’s Hill lighthouse, the busy waterfront 
dockyards, famed perfume factories which capture 
the scent of native blooms all add to the romance 
and fascination that is Bermuda. 

Night-life in the islands is both gay and varied. 
It is the time for a carriage ride along the harbor, 
a moonlight sail, “watch-parties” to see the open- 
ing of the rare Night Blooming Cereus, or danc- 
ing under a star-studded tropical sky. Evenings in 
Bermuda may be the most memorable part of your 
visit. 

Because this tour will be made in the height 
of season, there will be an extremely heavy de- 
mand for space on both air and surface carriers. 
The need for early reservations cannot be too 
strongly stressed. In this way, the Lee Kirkland 
Agency will be able to protect your reservation 
and guarantee passage to Bermuda. 

The luxurious liner, Queen of Bermuda, sails 
from New York March 29, returning on April 11. 
The swift Pan American Clipper will take off for 
Bermuda March 29 and return to New York on 
April 9. If you desire to combine the two modes 
of transportation, you may leave New York on 
the Queen of Bermuda March 29 and return by 
Clipper on April 9. 

Requests for further information and _reserva- 
tions should be sent to Mr. Mac F. Cahal, 406 
West Thirty-fourth Street, Kansas City, Missouri. 
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me acute lonsulttts ? “Excellent” responses, typical of the 
results obtained in a wide range of 


respiratory infections, Terramycin- 
treated, were noted in acute tonsillitis 
cases “within 48 to 72 hours, with 
rapid subsidence of temperature and 
physical findings.” 


Sayer, R. J.; Michel, J.; Moll, F. C., and Kirby, 
W.M. M.: Am. J. M. Se. 221:256 (March) 1951 


MYCIN Hy DROCHLORIDE 


Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS, PFIZER & CO., INC.. Brooklyn 6, New York 
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INDUSTRIAL MEDICINE AND THE FAMILY PHYSICIAN 


BY CHARLES E. NYBERG 


Tue general practitioner, as the family doctor, 
needs to be concerned with his patient’s type of 
work, the physical conditions under which he 
works, and, if possible, the mental attitude of the 
patient toward his means of earning his living. A 
family physician should be interested in and aware 
of all the factors that aid or hinder his patient's 
welfare. In most instances, a person’s work plays 
a dominant part in his physical and mental well- 
being. 

Practically all general practitioners are engaged 
to some extent in industrial medicine through the 
treatment of injuries or illnesses resulting directly 
from occupation. In most instances these cases are 
treated in the office or hospital and require reports 
to the state industrial commission and to insurance 
companies for payment of fees. The treatment of 
these compensation cases is an important part of 
most general practitioners’ practice. The doctor 
should be familiar with the insurance benefits and 
the rules regarding treatment, and conditions of 
partial and total disability under the Workmen's 
Compensation Laws of his state. 

A worker suffering from occupational injury or 
illness resulting in disability is dependent upon the 
physician in the case, not only for treatment but 
for reports to the proper authorities establishing his 
benefits and for correct evaluation of his ability to 
return to work. 

Ordinarily that type of industrial practice is only 
concerned with the injuries or illness. There is an- 
other phase of industrial medicine that should be 
given more attention by the family physician and 
that is the prevention of occupational injuries or 
illness. 

The American Medical Association has a Coun- 
cil on Industrial Health, with a full-time staff of 
three physicians devoted to improving professional 
training and standards in this important field, and 
to working with industry in expanding industrial 
health programs. Practicing physicians too fre- 
quently assume that industrial medicine is a spe- 
cialized field and fail to make use of the service 
provided by the Council, or to participate in pro- 
grams designed to aid physicians in improving the 
health of their patients at their place of work. 
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There is, of course, a need fur full-time special- 
ists in industrial medicine as teachers, investigators, 
and directors of medical service programs at large 
industrial plants. But these full-time specialists can 
provide services to only a small part of the working 
population. Over 90 per cent of the manufactur- 
ing establishments employ 100 workers or less. It 
is in these smaller manufacturing plants, as well as 
in other small work units, that the general prac- 
titioners can contribute advice and suggestions on 
safety and on methods to improve working condi- 
tions from a health standpoint. 

The expansion of preventive medicine in all 
places of work requires more than availability of 
qualified family physicians. Employers must realize 
the advantages of improved health and working 
conditions to their business operation. Large in- 
dustrial plants are well aware of the benefits de- 
rived from health and safety programs, and such 
programs are considered as essential in maintain- 
ing an effective working force as are good wages 
and salaries, training, and promotion programs. 
Unfortunately many of the small employers feel 
that only the large industries can afford to operate 
a plant medical service. These large plants employ 
either full- or part-time physicians trained in indus- 
trial medicine, which the small employer cannot 
afford to do. However, there are general practi- 
tioners in every community who could devote some 
time in directing a health and safety program in 
one or more small working units, without interfer- 
ing with their regular practice. 

The problem is how to bring the employer and 
the general practitioner together. This would ap- 
pear to be a job for the local medical society in co- 
operation with the Chamber of Commerce or some 
other community organization. A discussion pro- 
gram, at which physicians presented the type of 
health and safety programs applicable to various 
places of work, and employers explained their 
needs and limitations, should enable the employers 
in a community to initiate an effective program of 
preventive medicine. Such a program presupposes 
that the general practitioners in the community 
are well informed on industrial practice and are 
able to express themselves effectively in explaining 


= 
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the need for such programs and the advantages to 
both the employer and worker. 

The Council on Industrial Health of the A.M.A. 
is prepared to assist local medical societies in carry- 
ing out an educational program. The Council has 
data on costs of injury and illness, suggested plans 
for medical services for all sizes of work units, and 
staff personnel for field service to consult with local 
groups. In co-operation with the American Acad- 
emy of General Practice, the Council is develop- 
ing a plan for postgraduate courses in industrial 
medicine designed specifically for general practi- 
tioners. A survey of Academy members showed that 
over 90 per cent handled some industrial cases and 
that 20 per cent devoted full time to industrial 
practice. A co-operative program of education on 
the part of the Academy and the Council should 
result in continued advances in the concept that 
general practitioners as family physicians are con- 
cerned with all that aids or hinders the welfare of 
the individual or family as a unit, and not just with 
the physical injuries and illnesses. 

It is quite easy to demonstrate the savings to an 
employer through an effective accident prevention 
program, but more difficult to collect data on loss 
due to illness. According to surveys made by the 


National Safety Council, some large establishments 
reduced their disabling accidents by 80 per cent 
over a period of 10 years through an effective acci- 
dent prevention program. Other studies have shown 
that the time lost due to illness and nonindustrial 
accidents is in the neighborhood of twelve times 
as great as the time lost due to industrial accidents. 

An employed person is away from work, due to 
illness or other disability, an average of seven days 
a year. With 60 million employed persons this 
amounts to 420 million days of production or serv- 
ices lost each year. Loss of earnings is estimated at 
4 billion dollars and the nation’s total annual loss 
in goods, services, and wages, due to illness and dis- 
ability, is estimated at 27 billion dollars. 

The figures are so large it is hard to grasp the 
significance fully. The cost needs to be brought 
down to individual establishments and individual 
workers to appreciate its effect. Compensable in- 
jury cases may average $1,500 in some industries, 
and occupational illness cases average much more. 
A 50 per cent reduction in such cases has been ac- 
complished in many larger establishments, and it 
should be easy to estimate the possible savings in a 
given plant with a few examples of its own. 

There is another loss that is more difficult to 


Controlled maintenance... Through precise control 

of contractile force and rhythm, Digitaline Nativelle 
provides positive maintenance of the decompensated heart — 
maintains the maximum efficiency obtainable. 


Absorbed completely, it dissipates at a uniformly predictable rate— 
maintains full digitalis effect between doses with virtually no side effects. 


ac 
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Chief active principle of digitalis purpurea (digitoxin) 
not an adventitious mixture of glycosides q i$ 


Send for brochure, 
**Modern Digitalis 
Therapy.'’ 


Varick Pharmaca! Co. 
Inc., (Division of 
Fougera) 75 Varick St., 
New York 
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_ small patients cooperate when you 


prescribe the new, tasty triple sulfonamide: 


Now yo U can Truozine Dulcet Tablets. These pale green, mint- 
flavored cubes look nothing like medicine, yet pro- 
use Sweets Appeal in vide a potent combination of 0.1 Gm. each sulfa- 
diazine, sulfamerazine and sulfamethazine— equal 
in effectiveness to ordinary tablets. 
L. Superior to Single Sulfonamide. The independ- 
Tr l D | 7 ent solubility of combined sulfonamides allows 
higher dosage with less chance of crystalluria than 
with single sulfonamides. As one investigator 
: reports: “Clinical trials with various mixtures 
0 A A containing three sulfonamides . . . give every indi- 
cation that the danger of concrement formation 
can be almost entirely eliminated . . .”! 
Therapeutically Effective Combination. As com- 
ponents of mixtures, Lehr gives sulfadiazine and 
sulfamerazine “first and second place, respectively 
..., states further that sulfamethazine assists 
“in the prolonged maintenance of high levels. . .”2 
According to another report, “sulfadiazine, sulfa- 
merazine, and sulfamethazine have proven to be 
of equal therapeutic effectiveness and to have 
a low incidence of toxicity.” 
Simplified Dosage, Uniform Potency. At medi- 
cine time, Mother needs only to count out the 
prescribed number of easy-to-take TRuOzINE 
Duicet Tablets. You’re assured of accurate dosage 
because Du/cet Tablets are rigidly standardized in 
potency, stable indefinitely. Try them, next time 
small fry require sulfonamides. Available in 
bottles of 100, 0.3-Gm. tablets. 
For Smaller Children, try palatable Truozine 
Suspension. One teaspoonful contains 0.1 Gm. 
each sulfadiazine, sulfamerazine and sulfametha- 


zine with 1.5 Gm. sodium citrate 


as an alkalinizer. In pint bottles. Obbott 


For literature with indications and 
dosage table, drop a card to Abbott 
Laboratories, North Chicago, Illinois. 


Next time, Specify 


TRACE MARK 
1. Belie, W. (1949), The Use of Sulfonamide Mixtures, Bull. U.S. Army Med Dept. ® 
7375, May. 
2. Lehr, D. (1950), Relative Menits of C ly Used Sulfonamide D Dulcet T bl t 
Mixtures, N.Y. Sence J. Med., $0:1361, Jena e S 
3. Flippin, H. F., and Bloger, W. P. (1949), Recent Advances in Antibiotic and Sulfonamide 
Therapy, Virginia Med. Monthly, 76:56, Feb (METH-DIA-MER-SULFONAMIDES, ABBOTT) 
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measure, and that is the loss suffered by the un- 
fortunate victim of accident or occupational illness. 
He suffers pain and diminished earning power, 
with a resultant lower standard of living and a 
lowered morale. If the employee is the head of a 
family it will affect the living standards of the fam- 
ily unit and may well cause anxiety and illness 
among other members of the family. 

Since small plants must utilize the general prac- 
titioners for directing their medical services, there 
is a very great need for general practitioners to be- 


supreme.—Medical Economics. 


come more interested in this phase of medical prac- 
tice. If general practitioners are to function as fam- 
ily physicians in the broadest sense, they must as- 
sume their responsibilities for preventive medicine, 
safety, hygiene, and rehabilitation programs in in- 
dustry. A person’s well-being is closely related to 
conditions of work. 

The Academy, in co-operation with the A.M.A.’s 
Council on Industrial Health, plans to provide the 
means whereby its members may keep informed 
on industrial medicine. 


MORE AND MORE ABOUT LESS AND LESS 


The general practitioner is enjoying a renaissance chiefly because too much specialization is 
bad for the patient, which is a good enough reason. But a contributing factor is the growing 
awareness that too much specialization is also bad for the doctor. 

Pity the physician who has so overspecialized in roentgenology of the skull that he has to 
shrink humiliatingly in his seat when a theatre-goer faints and the ushers look inquiringly 
around for a doctor. Pity the allergist, the operative orthopedist, the specialist in peripheral 
vascular diseases; all sorts of fascinating developments in medicine pass them by. 

No matter how successful such doctors may be in treating certain diseases, they are destined 
never to have the fun of treating people. That's a realm where the G.P. will always reign 


were 


can YOU make 


effective diathermy 
treatment 
applications in 

9 seconds or less? 
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You can with the Liebel-Flarsheim SW-660 dia- 
thermy! The ingeniously designed unit, the ver- 
satile applicators and the adjustable counterbal- 
anced arms all contribute to faster set-ups and 
more efficient treatment. Why not write us for all 
the facts today! GP-1051 


THE LIEBEL -FLARSHEIM COMPANY 


CINCINNATI 2, OHIO 
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See 


PICKER has 
a handy 


x-ray technic 


You won't have to carry 


technics in your head, or take 


time out to thumb through a 


book when you have this compact 


guide handy. It’s small enough to tuck 


into your pocket, yet complete 
enough to supply accurate technics for 


any body part you may want to 


radiograph. General information, 
quick-reading conversion tables, darkroom 


pointers—even inch and centimeter rules— 


they’re all here, compactly presented for ready 


reference. The Picker technic guide is printed 
on heavy vinylite plastic; it will last a long, long time. 
Your local Picker representative has one for you... or we'll 


be glad to send it: the coupon here will bring it with our compliments. 


PICKER X-RAY CORP, 
25 South Broadway, White Plains, N. Y. 


Please send me a Picker pocket slide guide for radiography. 


ADDRESS. 


one source for everything in x-ray 


Volume IV, Number 4 


| 
Ay 
a 
i 
5 
“Ory > ay 
| 
— 
en 
3 
. 
; 


New officers and members of the board of directors of the Texas chapter were elected at its Second Annual Sci- 
entific Assembly September 10-11 in Houston. Officers are in the front row (left to right): Drs. B. H. Bayer, Houston, 
re-elected secretary-treasurer; V. D. Goodall, Clifton, president; C. U. Callan, Rotan, president-elect. J. M. Travis, 
Jacksonville, vice-president, is not shown. In the back row (left to right) is the board of directors: Drs. A. $. Tomb, 
Victoria, G. W. Cleveland, Austin, N. B. Buie, Jr., Marlin, A. T. Stewart, Lubbock, G. V. Launey, Jr., Dallas, L. B. Jones, 
San Antonio. C. F. Jorns, Houston, was not present when this photograph was taken. 


NEWS FROM THE STATE CHAPTERS 


ForMat organization of the Maine chapter took 
place August 19 at a meeting in Waterville, al- 
though a provisional charter had been issued to 
the chapter more than a year ago. Fully half the 
members of the Academy in that state were at the 
meeting, which also was attended by Dr. John R. 
Fowler, a member of the Board of Directors of 
A.A.G.P., and Dr. James G. Simmons, member of 
the Commission on Membership and Credentials. 

Dr. Walter D. Mazzacane, of Old Orchard 
Beach, was elected president and other new officers 
are Drs. Clyde 1. Swett of Island Falls, president- 
elect; Robert C. Cornell of Orono, vice-president; 
and George Loewenstein of Great Chebeague 
Island, secretary-treasurer. The board of directors 
is composed of Drs. Carl M. Haas of Biddeford, 
David Ascher of Patten, and Alexander Magosci of 
York Village. Maine’s new officers are undertaking 
an energetic program to activate their chapter, 
achieve a large increase in membership, and stimu- 
late postgraduate education. The uniform consti- 
tution and by-laws were officially adopted at the 
meeting. 

Houston’s fabulous Shamrock Hotel provided 
ideal facilities for the annual scientific meeting of 
the Texas chapter on September 10 and 11. An 
unprecedented registration of 1,054 was reported 
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at the close of the meeting, with 507 doctors present. 

With 974 members on record before the opening 
of the meeting, Texas achieved some kind of rec- 
ord by having a registration greater than the total 
membership. Fourth in size behind California, Il- 
linois, and New York, Texas has ten component 
chapters, all of them thriving and active. 

Among the distinguished teachers on the pro- 
gram were Drs. George E. Burch of New Orleans, 
Truman G. Blocker of Galveston, J. Peyton Barnes 
of Houston, Edward F. Hartung of New York, 
Clive R. Johnson of Fort Worth, Andrew A. 
Marchetti of Washington, D. C., Karl A. Men- 
ninger of Topeka, Carl A. Moyer of Dallas, Frank- 
lin B. Peck of Indianapolis, Everett R. Seale of 
Houston, and Philip Thorek of Chicago. 

President J. P. Sanders addressed the opening 
session of the Assembly, and Mr. Mac F. Cahal 
spoke before the assemblage at a luncheon meeting. 

The banquet was addressed by Senator Wallace 
F. Bennett, who defeated the author of the Ad- 
ministration’s socialized medical bill, Senator El- 
bert Thomas, in Utah last year. 

In submitting his annual report as Secretary and 
Treasurer, Dr. B. H. Bayer revealed a year of ex- 
traordinary activity in the Texas chapter. Dr. Wil- 
liam J. Fetzer, of San Antonio, chairman of the 
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Multiple Vitamin 
Deficiencies 


“. .. Deficiency diseases clinically evi- 
dent are usually associated with addi- 
tional tissue deficiencies of nutrients 
not yet clinically manifest.” (Jolliffe, 
Tisdall & Cannon: Clinical Nutrition, 
New York, Hoeber, 1950, p. 633-634.) 


THE RAG RAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


~—supplies all of the vitamins indicated 
in mixed vitamin therapy in the clini- 
cally proved, truly therapeutic “practi- 
cal formula”* recommended by Jolliffe. 


Each Theragran Capsule 

gives your patient: 

Vitamin A ..... 25,000 U.S.P. units 
Vitamin D ....... 1,000°U.S.P. units 


Thiamine hydrochloride ....10 mg. 
5meg. 
Niacinamicde ...................... 150 mg. 


Ascorbic acid ......... 


150 mg. 
Bottles of 30, 100, and 1000 


* Thiamine content raised to 10 mg. 


for true vitamin therapy... 


specify THERAGRAN®e 


Building Fund Committee, reported with justifiable 
pride that $4,050 had been sent to the building 
committee from that chapter. Nearly $2,000 was 
contributed by individual members during the 
course of the two-day meeting. An unexpected con- 
tribution came from Dr. Philip Thorek, who asked 
permission to contribute $100 toward the Acad- 
emy’s building fund. 

Officers for the coming year are: President, Van 
D. Goodall, Clifton; President-elect, Chester Cal- 
lan, Rotan; Vice-President, J. M. Travis, Jackson- 
ville; Secretary-Treasurer, B. H. Bayer, Houston. 
Delegates to the American Academy are James 
Murphy of Fort Worth and R. G. Carpenter of 
Dallas. 

The Connecticut chapter made an early start in 
making plans for attending the national A.A.G.P. 
convention at Atlantic City in March. By August 
about 200 Connecticut general practitioners and 
their wives had applied for reservations. 

New president of the Kentucky chapter is Dr. 
R. R. Slucher of Buechel. Dr. Joe M. Bush of 
Mount Sterling is president-elect, Dr. Keith P. 
Smith of Corbin is vice-president, and Dr. D. G. 
Miller, Jr., of Morgantown is secretary-treasurer. 
Newly-elected delegates to A.A.G.P. are Drs. 
Thomas V. Gudex of Louisville and Daryl P. 
Harvey of Glasgow. 

The fourth annual convention of the Pennsyl- 
vania chapter has been set for May 9-11, 1952, in 
Bedford Springs. 

This chapter's house of delegates gathered for 
an interim meeting on September 16 at Pittsburgh. 

Dr. Thomas H. Blake of St. Albans, West Vir- 
ginia, was elected president of the West Virginia 
chapter at a joint meeting with the State Medical 
Association. Other new officers elected were Drs. 
Raymond A. Updike of Montgomery, vice-presi- 
dent, and Halvard Wanger of Shepherdstown, 
secretary. Dr. Siegel W. Parks of Fairmont was 
named a member of the board of directors and Drs. 
F. Carl Chandler of Bridgeport and James L. Pat- 
terson of Logan were elected delegates to the na- 
tional Academy’s Assembly. 

The third annual assembly of the Maryland 
chapter will be October 4 in Baltimore. The gover- 
nor is expected to declare that day officially, “Gen- 
eral Practitioners Day.” The oldest physician ac- 
tively engaged in general practice in Maryland 
will be presented an award from the governor. 
Speakers will be Drs. William Gordon Lennox of 
Boston, Wallace M. Yater of Washington, D. C., 
Sidney Alexander Portis of Chicago, Lloyd F. 
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Craver of New York, Robert B. Greenblatt of 
Augusta, Ga., John C. Krantz, Jr., of Baltimore, 
Lewis K. Ferguson of Philadelphia, and Irvine 
McQuarrie of Minneapolis, Minn. Motion _pic- 
tures of the Tele-Clinic of the national 1951 Scien- 
tific Assembly in San Francisco will be shown at 
the banquet. 

The lowa chapter had its first of a series of three 
formal postgraduate courses to be given this fall 
and winter on September 6 in Des Moines. The 
general subject was “Surgical Diagnosis in Gen- 
eral Practice.” Drs. Philip Thorek, professor of sur- 
gery at the University of Illinois Medical School, 
and Carroll B. Larson, head of orthopedic surgery 
department at University Hospital, lowa City, gave 
scientific talks. Dr. R. D. Bernard, general mana- 
ger of the Iowa State Medical Society, was lunch- 
eon speaker. 

Drs. Tom D. Spies of Birmingham, Ala., noted 
author, speaker, and authority on nutrition, and 
William P. Herbst of Washington, D. C., uro- 
logic consultant to Army and Navy Medical Cen- 
ters, were speakers at the Clinical Assembly held 
by the Massachusetts chapter. Dr. J. P. Sanders 
was after-dinner speaker at the banquet. Morning 
clinics were held at Beth Israel Hospital under the 
direction of Drs. Jacob Fine and Herrman L. 
Blumgart. 

The annual New England Postgraduate Assem- 
bly will be held at the Hotel Statler in Boston, 
November 7-9. The New England Academy, rep- 
resenting the state chapters in that area, is co- 
operating in the program and will hold its own 
annual meeting at the same hotel on Friday after- 
noon, November 9. 

Missouri General Practitioner is the new name 
of the publication sent out by the Missouri chap- 
ter. It formerly was called The Missouri GP. 

Michigan chapter, in co-operation with the 
Wayne County Chapter, will hold its fifth annual 
series of postgraduate lectures and demonstrations 
at Henry Ford Hospital November 7 and 8. Dr. 
Walter C. Alvarez will be guest speaker. A clinic 
on heart conditions will be held using the new elec- 
tric stethoscope recently procured by the chapter. 

A series of Wednesday afternoon clinics is also 
being arranged for the winter months at Wayne 
County General Hospital. The size of the clinic 
group will be limited to assure better teaching. 

Hotel Del Coronado in San Diego will be head- 
quarters for the California chapter’s 1951 Scien- 
tific Assembly which willbe held November 5-7. 
The San Diego chapter of C.A.G.P. is host. 


GP @ October, 1951 


Multiple Vitamin 


Therapy 


. . Patients fare much better when 


[the deficiencies] are treated simul- 
taneously. ... Convalescence is delayed 
when one gives only one vitamin at a 
time...” (Spies & Butt in Duncan, G. 
G.: Diseases of Metabolism, ed. 2, 
Philadelphia, Saunders, 1947, p. 504.) 
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THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


PLE 


Each Theragran Capsule 

gives your patient: 

Vitamin A ...... 25,000 U.S.P. units 
Vitamin D ........ 1,000 U.S.P. units 
Thiamine hydrochloride ....10 mg. 


Bottles of 30, 100, and 1000 


When you want truly therapeutic dosages~ 


specify TH E RAG RAN® 


relieves pain better “Edrisal with Codeine provid tter relief 
for more patients with painful syndromes than d C]} with 


* no depressant effect The ‘Benzedrine’ component céfpteracts 
the depressant side effects of codeine therapy. It actually 4ifts the 
patient’s mood! | 


* less nausea The ‘Benzedrine’ component reduces the incidence 
and severity of the nausea that codeine causes in some patients. 


FoRMULA: 
Codeine sulfate .. . . \% gr. NOTE: @ ) tablets 
‘Benzedrine’ Sulfate . . 2.5 mg. for % gr. codeine, per dose 


Acetylsalicylic acid . . 2.5 gr. prescribe 2 tablets. 
Phenacetin. .... . 2.5 gr. 


Smith, Kline & French Laboratories, Philadelphia 


1. Longs Indust. Med. 19:446 (September) 1950. 
‘Edrisal’ & ‘Benzodrine’ T.M. Reg. U.S. Pat. Off. 
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The third annual meeting of the Washington 
chapter was held September 11 in Seattle during 
the Washington State Medical Association session. 
Speakers for the general practitioners program 
were Drs. Elizabeth B. White of Spokane, C. E. 
McArthur of Olympia, and Kenneth Eather, Erroll 
Rawson, and C. E. Watts of Seattle. 

Guest speaker at the December | annual meet- 
ing of the Spokane (Washington) chapter will be 
Dr. Philip Thorek of the University of Illinois 
Medical School. 

Bremerton (Washington) chapter had its annual 
banquet and scientific session August 10 at Kitsap 
Golf and Country Club. 

Seattle Summer Seminar sponsored by King 
County (Washington) chapter was held August 
24. There were eleven speakers. 

The Ohio chapter held its first Scientific Assem- 
bly in Columbus, September 22-23, with an out- 
standing array of speakers featured on the pro- 
grams. Guest speakers were Drs. L. Maxwell 
Lockie of Buffalo, N. Y., Robert D. Mercer of 
Cleveland, Ohio, Maurice G. Buckles of Colum- 
bus, Ohio, Jed W. Pearson of Washington, D. C., 
James L. Doenges of Anderson, Ind., George T. 
Harding, Kenneth H. Abbott, Allen C. Barnes, 
and Robert C. Kirk of Columbus, Ohio, and 
Michael L. Mason and Philip Thorek of Chicago. 

Officers and directors of the Mlinois chapter, in 
co-operation with the Committee on Education un- 


der the chairmanship of Dr. A. I. Doktorsky, gave 


a dinner to honor the deans of the medical schools 
for their assistance in the chapter's postgraduate 
educational program. Those honored were Deans 
Stanley W. Olson, University of Illinois, Richard 
H. Young, Northwestern University, Francis J. 
Mullen, Chicago Medical School, John F. Sheehan, 
Stritch School of Medicine, and Dr. Wright Adams 
representing Dean Coggeshall of the University of 
Chicago. 

Academy members, Dr. G. J. A. Dundon of 
Prairie du Rocher and Dr. L. E. Tegtmeier of 
Millstadt, are the new vice-president and_presi- 
dent-elect of Kaskaskia (Illinois) Regional chapter. 

“A Twentieth Century Renaissance in American 
Medicine,” was the title of the speéch presented 
by Mr. Mac F. Cahal at the Lovisiana chapter 
banquet during the scientific sessions, which were 
held September 6 and 7 in Baton Rouge. Among 
other activities was the naming of the “GP Wife 
of the Year” at the women’s auxiliary session. Mrs. 
J. M. Bodenheimer of Shreveport was chosen for 
this honor and received a plaque award at a lunch- 
eon given for the state auxiliary president, Mrs. 
George D. Feldner. Mrs. J. P. Sanders, wife of the 
President, was luncheon speaker. One of the aux- 
iliary’s major agenda items for 1952 will be a 
housewarming gift for the proposed new Academy 
home in Kansas City. New Orleans will be the 
1952 convention city. Dr. M. C. Wiginton of Ham- 
mond is the new chapter president, succeeding Dr. 


Joel B. Gray. 


THE FLOWER OF CIVILIZATION 


“THERE are men and classes of men that stand out above the common herd: the soldier, the 


sailor, and the shepherd, not infrequently; the artist rarely; rarely still, the clergyman; the 
physician almost as a rule. He is the flower, such as it is, of our civilization; and when that 
stage of man is done with, and only to be marvelled at in history, he will be thought to have 
shared as little as any in the defects of the period, and most notably exhibited the virtues of 
the race. Generosity he has, such as is possible to those that practice an art, never to those who 
drive a trade; discretion, tested by a hundred secrets; tact, tried in a thousand embarrassments; 
and what are more important, herculean cheerfulness and courage, so that he brings air and 
cheer into the sick room, and often enough, though not as often as he wishes, brings healing.” 


—Rosert Louts STEVENSON. 
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1. To control hyperacidity —a superior antacid combi- 
nation (magnesium oxide and aluminum hydroxide, also 
a specific antipeptic) provides two-way, balanced antacid 
activity. 


> To control crater irritation—a superior demulcent 
(methylcellulose, a synthetic mucin) forms a protective 
coating over ulcerated mucosa. 


3. To control spasm —a superior antispasmodic** (Ben- 
tyl Hydrochloride) provides direct smooth muscle and 


parasympathetic depressant properties . . . without 
“belladonna backfire.” 


To control lysozyme —a proven antilysozyme, sodium lauryl 
sulfate. Recent evidence suggests that lysozyme, as well as 
pepsin and hydrochloric acid, is an etiologic factor in the patho- 
genesis of peptic ulcer...”:‘ It seems well established that 
sodium lauryl sulfate is capable of inhibiting the lysozyme and 
peptic activity of the gastric juice without changing its pH.*""* 


DED AGH: Two tablets every three hours as needed for relief. 

i — Mildly minted Kolantyl tablets may be chewed, or 
swallowed with ease. Kolantyl is also recommended 
for the hospitalized patient, 


the control peptic ulcer 
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a more complete solution... 


OBEDRIN.“ THE 60-10-70 DIET 


Obedrin Tablets permit full utilization of the appe- 
tite depressing action of methamphetamine hydro- 
chloride but eliminate the central nervous stimu- 
lation, so the patient does not suffer from nervous 
irritability and insomnia. 


The 60-10-70 Basic diet provides the basic mini- 
mum of proteins to maintain nitrogen balance, the 
basic minimum of carbohydrates to “‘burn off’ ex- 
cessive fat in storage. 


Obedrin Tablets and the 60-10-70 basic diet will 
permit loss of weight with minimum discomfort, 
thus inviting patient cooperation. 


FORMULA 


*Semoxydrine 
Hydrochloride 

Pentobarbital Sodium . . 

Ascorbic Acid 

Thiamine 
Hydrochloride 

Riboflavin 


Obedrin is supplied in bottles 
of 100, 500 and 1,000 yellow 
grooved tablets. 


A COMPLIMENTARY PAD OF — 
SHEETS AND A TRIAL SUPPLY 
OBEDRIN SENT TO PHYSICIANS ON 


REQUEST. MASSENGILL TENNESSEE 
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STIMULATING CHAPTER MEMBERSHIP 


BY R. C AIKEN, M.D. 


. Iv nas been suggested that I discuss with you some 
of the ideas which have developed in the Illinois 
Chapter of the American Academy of General 
Practice in adding members to our roster. I hope 
that I may be able to present some ideas that will 
bear fruit in other states. 

Back in 1946, there was a group of doctors im- 
bued with the idea of organizing the “family doc- 
tor” with the purpose of improving his status. This 
organization was represented in several states in- 
cluding Illinois and was known as the American 
College of Physicians and Surgeons. We were a 
small group but the officers in charge were ideal- 
ists who felt that the goal which they had set for 
the doctor in general practice was not unattainable. 
Let me say at this time that I believe it was the 
enthusiasm and “drive” of our first president, Dr. 
George Marchmont-Robinson, that had much to 
do with the persistent drive of our group. 

We felt that the sheepskin that the doctor had 
received from his alma mater, and the license 
which he had received from the state of Illinois, 
really intended that he should be able to practice 
medicine and surgery “in all its branches” to the 
extent of his ability. Fortunately (or unfortunate- 
ly) the situation at that time in and around Chi- 
cago was very disquieting to the “Family Doctor.” 
His freedom in the hospital was being curtailed 
in branch after branch of medicine. It was to these 
hospital groups that we carried our message per- 
sonally, at staff and medical society meetings. We 
were usually given an interested hearing, but fre- 
quently came away disappointed at the response 
to our appeal. We felt many times that the doctors 
truly would not fight for themselves. Here and 
there, however, the seed fell on fertile ground and 
gradually there was some awakening of the doctors 
and inquiries followed by applications began to 
dribble in. We were very much encouraged and 
decided to go all-out in a drive for membership. 
Using our own capital we sent out letters with the 
help of a medical mailing service covering the 
whole physician list of the state of Illinois. In- 
cluded with the letter was a postpaid return post 
card which requested additional information. The 
response was encouraging though not too prompt. 
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Some 700 were returned although we had opti- 
mistically expected 300. Then came the merger of 
the American College of Physicians and Surgeons 
and the American Academy of General Practice. 

With this new incentive, we again repeated our 
invitation to all the doctors of Illinois, with good 
results. On receiving the post card asking for in- 
formation, the secretary's office then sent one of 
the booklets of information, together with an appli- 
cation blank and a 4 x 6 file card which duplicated 
the important parts of the application blank, and 
had space on the back for the applicants’ dues 
record. This file card, filled in by the applicant, 
saved much time and work in the secretary's office. 
This was a big item at that time with some hun- 
dreds of applications to process. 

Our routine of handling the application was, at 
that time, a little cumbersome. The application 
received by the secretary went to the chairman of 
the membership committee, who confirmed it, and 
returned it to the secretary. The secretary then for- 
warded the application to the national office, and 
the check to the treasurer, who in turn reimbursed 
the national office. Today we have regional chap- 
ters all over the state, and the secretaries of these 
chapters endorse the application before it is sent 
to the secretary, who can then forward the appli- 
cation and the proper fee to the national organiza- 
tion. We now have regionals located in the main 
hospitals in Cook County, and requests for new 
ones are coming in from time to time. Downstate 
these regionals may take in several counties, the 
same as the state medical society may designate 
districts. 


Additional Benefits to Members 


The Illinois Academy has been issuing a state 
membership card which shows that a member is 
in good standing, even while waiting for the na- 
tional Academy to process his membership and 
issue the official card. This assures a member the 
privilege of attending conventions and other meet- 
ings in the state soon after he applies. 

Another item which has helped to build mem- 
bership is the Charter issued to each regional and 
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one-word for the dry 


and 


prescription unproductive cough 


A POTENT analgesic and antitussive, due to its content of dihydrocodeinone 
—a codeine derivative of greatly enhanced activity, remarkably free 
from nausea and constipation— 


plus the 


ANTIHISTAMINIC action provided by Pyra-Maleate (VB brand of Pyranisa- 
mine Maleate) —an effective antihistaminic with a high index of safety — 


plus the 


EXPECTORANT properties of ammonium chloride and citric acid . . . ina 
soothing, mentholated syrup vehicle. 


Supplied in 1 pint bottles. An exempt narcotic preparation. 


VB Write for detailed information 


VANPELT & BROWN, Inc. = Pharmaceutical Chemists RICHMOND 4, VA. 
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the indoctrination sheets which we furnish the 
new officers to help guide them in starting the 
activities in the new regional. We have generally 
encouraged the formation of regionals wherever a 
group of ten or more doctors showed interest, and 
where we could find local physicians to organize 
their colleagues. There are now 15 such regionals 
in Cook County with 4 more in various stages of 
organization. At the present, we also have 12 re- 
gionals outside of Cook County with three more 
in the embryo state. These vary in size from 17 
to 175 members. By having these regionals organ- 
ized in local units, they are better equipped to 
handle their local problems. Recently we have 
tried the plan of uniting several neighboring re- 
gionals into a group known as a “Section.” This 
allows the regional to conduct its own business, 
but the sectional meeting affords a larger audience 
for a guest speaker, and adds interest to the pres- 
entations. This applies only to the Chicago regions. 

Another project which we tried was the pur- 
chase of a multigraph machine and the issuing of 
a monthly bulletin called the Illinois “Family 
Doctor.” This was an informal presentation of 
news items and other notes of interest and after 
our second state convention, one of the papers pre- 
sented at that meeting accompanied an issue of 
the “Family Doctor.” This also carried a list of the 
new members and their addresses. Now Illinois is 
soon to come forth with The Family Physician in 
a printed booklet form. The first copy of this 
should soon be off the press. 

The personal interest of the state officers in the 
problems of the man in general practice has been 
instrumental in founding at least 12 of our present 
regionals. We have traveled over much of the 
state at the request of doctors who felt they needed 
help in correcting hospital abuses. 

The distribution of the hospital and internship 
booklets furnished by the national Academy, and 
the posting of these on hospital bulletin boards 
has helped to show the doctor in the hospital and 
the administrator of the hospital affairs that the 
Academy was really working for the welfare of 
the physician in general practice. 

Probably one of the biggest stimulants to in- 
creased membership has been our postgraduate 
school. With the co-operation of the medical 
schools of the state, we have established 9 post- 
graduate schools (three in Cook County and 6 
downstate). These have been well received by 
both the universities and members of the Illinois 
Academy. Many nonmembers are quick to see the 
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TWO WEEK MULTI-PROFESSIONAL 
Institute In Cerebral Palsy 


Dates: January 21-February 1, 1952 


Followed By 
THREE MONTH POSTGRADUATE COURSE 
IN CEREBRAL PALSY 
Climited at this time to qualified physicians, physical 


and occupational therapists) 
Dates: February 4-April 25, 1952 


A professional statement of completion will be 
granted by Columbia University upon satisfactory 
completion of the three months course. 


Sponsored By 
THE COORDINATING COUNCIL FOR CEREBRAL PALSY 
IN New York Ciry, INc. 
In Cooperation With 
COLLEGE OF PHYSICIANS & SURGEONS, COLUMBIA 
UNIVERSITY AND THE VARIOUS DIAGNOSTIC AND 
TREATMENT CENTERS OF GREATER NEW YORK 


For full information write 
Miss Marguerite Abbott, Executive Director 
Coordinating Council for Cerebral Palsy 
270 Park Avenue, New York 17, New York 


Clinical usage includes the 
visualization of: 
. .. Dermatoses such as ringworm, 


. . Rate of blood circulation 
Porphyrins in urine (metallic 


poisoning) . . Circulatory condi- 


tions where fluorescent dyes can 
be used as tracers. 


Write NOW for further informa- 
tion. Address Dept. GP 10-51 


AN IMPORTANT 
DIAGNOSTIC AID 


HANOVIA 


FLU ROLAMP 


The Flurolamp is a high- 
pressure source of filtered 
ultraviolet with fluorescence 
exciting qualities. Equipped 
with a spot focus sealed 
beam permanent reflector 
and a double density filter 
that transmits only the useful 
radiations. 


Chemical & Mfg. Co. 
Newark 5, New Jersey 
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value of these courses, and have applied for mem- 
bership. The program for the 1951 refresher courses 
is now being planned. 

One other little item that has brought us mem- 
bers has been the placing of our excellent maga- 
zine for the doctor in general practice-GP—on 
the table in the hospital libraries for staff men. I 
have had some very enthusiastic comments accom- 


panying requests for applications. One doctor wrote 
saying that he had read an article on fever, and 
not only wanted to join our Academy, but “if I 
could see my way clear,” would I please send 50 
applications. 


Address presented by the Executive Secretary of the 
Illinois chapter at the Academy's Third Annual Assembly 
in San Francisco, March, 1951. 


What Others Are Saying .. . 


Where Does She Go 


The July issue of The Executive Council contained 
an account of the wanderings from pillar to post 
of the Mother of All Problem Patients. 

“Mrs. X was removed on March 19, 1951, at 
her request from the list of a practitioner who had 
accepted her in March, 1950. Since March, 1951, 
she has been assigned to four practitioners in suc- 
cession. She was removed from the list of one of 
these practitioners (a lady doctor) at her own re- 
quest and from the list of the other three practi- 
tioners at their request.” 

In asking for her removal from his list, one 
practitioner wrote to the Society of Clerks of N. 
H. S. Executive Councils: 

“The purpose of Mrs. X’s telephone call was to 
order me to come and visit her at once. In the 
course of the conversation she made it clear that 
she had no intention of ever coming here and 
‘waiting in any stuffy waiting room,’ on that or 
any future occasion, and that I must at all times 
visit her when she thought fit to send for me. In 


Perhaps in the Future: 


“Those doctors! You can never get ‘em when you 
want ’em.” 

Lay comments like this are a source of concern 
to the Atlantic City (N. J.) Evening Union. Edi- 
torially, it has come up with a suggestion that it 
feels county societies might well take up with the 
telephone company. 

When John Q. can’t locate his family doctor, 
the newspaper says, or when he’s just plain trying 
to find a doctor, “there is likely to be a frantic 
paging of the telephone book. This has resulted 
. . . all too frequently in exasperation, and some- 
times pointed criticism of the practitioner.” 

What the patient often doesn’t understand, says 


From Here, Doctor? 


these circumstances, I must respectfully decline the 
honor you have bestowed upon me by placing her 
on my list, and ask that her name be now re- 
moved.” 

The Council has arranged a communication in 
words to the effect that since this gentlewoman has 
now had five doctors since March and is obviously 
not quite so popular as she used to be, consider- 
able difficulty is being experienced in finding a 
sucker who'll accept her on his list. 

However the Council has considered statutory 
implications too. “This woman has an absolute 
right to insist on being placed on some doctor's 
list; and every doctor has an equal right, presum- 
ably, to refuse to have anything to do with her. So 
where, you might well ask, does she go from here?” 

Whoever is eventually saddled with her should 
be reminded of the salutary effects of Mist. Asa- 
foetida in large and frequent doses!—From Medical 
World, official journal of the Medical Practitioners 
Union of Great Britain, August 3, 1951. 


John Doe, M.D., G.P. 


the Union, is that he may be talking to “an x-ray 
man who probably hasn’t made a house call in a 
year, or to an eye doctor who doesn’t make house 
calls, or to an orthopedic doctor who will make 
calls only in his specialty.” 

The solution? The paper suggests a change in 
telephone listings which would make a distinction 
between “specialists and their colleagues (general 
practitioners) who are willing to do anything from 
delivering a baby to treating a cold.” 

“Willing” physicians, it believes, might be listed 
thus: John Doe, M.D., G.P.—From an article, 
“Telephone Book Leads To Misunderstandings,” 
Medical Economics, August, 1951. 
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Selering ANNOUNCES | Ch 


new, non-barbiturate hypnotic 


_ for safe, sound sleep 

4 without drug hangover 

free from habit-forming properties 
of the barbiturates 


safe 

free from habit-forming or addiction properties 

of barbiturates; rapidly metabolized; no cumulative action; 
no toxic effects on prolonged use 


acts gently and quickly in insomnia 
mild hypnotic action quickly induces restful sleep 


no prolonged suppressive effect 


action subsides after a few hours; patient continues to sleep naturally 


no drug hangover 


spatient awakens refreshed with no “drugged” feeling 


3 DORMISON is a substance new to pharmacology, completely different from 
; barbiturates and other hypnotics. It contains only carbon, hydrogen and oxygen. 
It has no nitrogen, bromine, urea residues, sulfone groups or chemical 
configurations present in depressant drugs now in use. 


The usual dose of Dormison (methylparafynolt) 

is one or two capsules, taken just before the patient is 
ready for sleep. Dormison’s wide margin of safety 
allows liberal adjustment of dosage until the 

desired effect is obtained. Dormtson is supplied as 
250 mg. soft gelatin capsules in bottles of 100. 


< CORPORATION 


ae BLOOMFIELD, N. J. 


*T.M. U.S. Pat. Pending 


| 
| 
\ 
| 
| 


TEXAS RINGS BUILDING FUND BELL 
CHAPTER WINS HONORS FOR AUGUST 


Honors in Building Fund contributions for Au- Minois 5.00 
gust go to Texas—$785 of the $1,232 received Indian 250.00 
during the month. Perhaps it is in icativ 280.00 
spirit of the Lone Star State, that this fat bundle Kentuaky 245.00 
of checks was accompanied by a note from State —lovisionag 185 1,100.00 
Chairman, Dr. William J. Fetzer, of San Antonio, Maines. 10.00 


expressing assurance that this was only a “meager ee age 
beginning” on their determination to make Texas 510.00 


the top state. This August contribution brings the —_ Minnesota 


Texas total to $1,460—second only to Massachusetts OS PP ee 50.00 
with $1,611. Ohio and New York continue to hold — Missouri» 560.00 

third and fourth honors with $1,315 and $1,188.50, ae? * — 
respectively. Louisana is close behind with $1,100. «ve 355.00 
There is still plenty of room at the top, accord-  NewMexio .......220 100.00 
ing to National Chairman John R. Fowler—plenty 2 1,188.50 
of opportunity for any one of a half dozen other ‘North Carolina»... 110.00 
states to forge up in the “top division” during ones, apo 
September. And there are several states (big ones) “435.00 
which have not yet really gotten started. The next Pennsylvania... 418.00 
30, 60, and 90 days should see the fund make Rhode Island ... +++ -s-+5-- 60.00 

T 
REPORT OF CONTRIBUTIONS BY STATES 140.00 
August Total 385.00 
$ 390.00 250.00 


IMMUNIZATIONS FOR TRAVELERS 


Heartn hazards of traveling can be reduced if prospective travelers will heed the latest facts 
on immunization which are detailed in a booklet, “Immunization Information for International 
Travel,” just released by the United States Public Health Service. 

The booklet includes data on the immunizations required and recommended by each country, 
procedure for having inoculations recorded on the International Certificate of Inoculation and 
Vaccination, listings where yellow fever inoculations can be obtained, and maps showing the 
yellow fever areas of the world. Future changes in immunization requirements will be given in 
the weekly, “Communicable Disease Summary.” Local and state health departments will have 
this information. 

The immunization booklet first mentioned may be purchased from the Superintendent of 
Documents, Government Printing Office, Washington, D. C., for twenty cents a copy. A twenty- 
five per cent discount is allowed on orders of 100 copies or more delivered to the same address. 
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“PREMARIN” 
WITH 


METHYLTESTOSTERONE 


wherever combined estrogen-androgen therapy is indicated 


© in fractures and osteoporosis in either sex to 
i (: promote bone development, tissue growth, 
sand repair. 


| (: in the female climacteric in certain selected 
cases. 


° in dysmenorrhea in an attempt to suppress 
| (: ovulation on the basis that anovulatory 
ainsi bleeding is usually painless. 


e 
| (: in the male climacteric to reduce follicle- 
eUe stimulating hormone levels. 


with Methyltestosterone 


for combined estrogen-androgen A steroid combination which permits utilization of 

therapy both the complementary and the neutralizing effects 
of estrogen and androgen when administered con- 
comitantly. Thus certain properties of either sex hor- 
mone may be employed in the opposite sex with a 
minimum of side effects. 


Availability: Each tablet provides estrogens in their 
naturally occurring, water-soluble, conjugated form 
expressed as sodium estrone sulfate, together with 
methyltestosterone. 


No. 879—Conjugated estrogens equine (“Premarin”)........ 1.25 mg. 


No. 878—Conjugated estrogens equine (““Premarin”)......0.625 mg. 
Bottles of 100 tablets (red) 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 


Methyltestosterone 
gage Bottles of 100 tablets (yellow) 


817; Each dry powder capsule contains: 
Thiamine HCI 
Nicotinamide. ...... 
Pyridoxine HCI 


Superior decongestion— 


no excitation...no wakefulness 


Clinically proved Benzedrex Inhaler provides 
remarkably rapid, complete and prolonged shrinkage 
of the nasal mucosa. Its volatile form 

helps it open ducts and ostia which are frequently 
inaccessible to liquid forms of nasal medication 


Moreover, Benzedrex Inhaler may be freely used 
even by those individuals in whom such ephedrine-like 
effects as insomnia, restlessness, 


or nervousness are frequently encountered. 


For use between treatments in 
your office, suggest this superior 
Inhaler to your next patient 
with nasal congestion. 


Smith, Kline @ French Laboratories 
Philadelphia 


Benzedrex 
Inhaler 


the best inhaler ever developed 


*T.M. Reg. U.S. Pat. Off. 
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[ACETYLBROMDIETHYLACETYLCARBAMID 


helps the patient 


SCHENLEY) 


escape from the psychosomatic maze 


ina X @ y states 


4 


) 
sedation 
without 


hypnosis 


ideal for 
daytime 


SEDAMYL is not a barbitu- 
rate. Professional literature 
and samples on request. 


© Schenley Laboratories, Inc. 


Because SEDAMYL® quickly helps overcome anxiety, 
apprehension, and nervousness without causing 
drowsiness, “hangover”, or impaired perception, it 
is considered ideal for low-level daytime sedation. 
Under the gentle influence of s—EDAMyYL, the patient 
feels as though he is having one of his “good” days. 


SEDAMYL is quickly absorbed, affording rapid and 
full response. Readily metabolized, it is well tol- 
erated in therapeutic doses and does not produce 
undesirable circulatory or respiratory effects. 


SUPPLIED: Tubes containing 20 tablets; bottles 
containing 100 tablets; each tablet provides 0.26 
Gm. (4 gr.) of acetylbromdiethylacetylcarbamid. 


350 Fifth Ave., New York 1 
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lactation CAPSULES 


PATIENT-ACCEPTANCE assured because the color- 
ful two-tone, easy-to-swallow capsules, plus 
the dry powder “fill”, make PRECALCIN con- 
tinuously agreeable to all patients. There is no 
fish-oil aftertaste. 


DOSAGE: 1 PRECALCIN Capsule three times 
daily, or more as prescribed. 


AVAILABLE: Bottles of 100, 500, and 1,000 ‘ae 
capsules. 
Each capsule contains: 


Dicalcium Phosphate (Anhydrous).......... 0.45 Gm. 

+ +++2,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol) 400 U.S.P. Units 
Thiamine Hydrochloride S00 
2.00 mg. 
Niacinamide 

Ascorbic 

*Flvorine 0.07 mg. 


VITAMIN PRODUCTS, INC. Mount Vernon, N. Y. 
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in the Geriatric Diet 


For the geriatric patient requiring appetizing 
dishes at once easy on the dentures and digestion, 
Knox Unflavored Gelatine is an important part 
of the regimen because of the variety of ways it 
may be served. 

A protein-sparer, which is itself all protein and 
sugar-free, it may be used as a vehicle for soups, 
protein-drinks, salads or as a “meat stretcher.” It 
satisfies the stomach and does not leave the pa- 
tient distressed by “over-fullness” so characteristic 
of the tired digestive system. 


FREE You are invited to send for dietary guide and 


recipe books suitable to geriatric nutrition 
and associated conditions such as 
LOW SALT DIET, DIABETIC DIET, 
REDUCING DIET, ETC. Write 
Knox Gelatine, Johnstown, N.Y. 
Dept. GP 


Available at grocery stores in 
family size 4-envelope and 32-envelope 
economy size packages 


Knox GELATINE U.S.P. 


ALL PROTEIN NO SUGAR 
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the N EW therapy 


[ istress 
in “¢unctional G.\.d 


-Decholin with Belladonna 


(BRAND 


Patients complaining of gastrointestinal distress without 
detectable organic cause are common problems in daily 
practice. By combining spasmolytic action with improvement 
in liver function, Decholin/ Belladonna — in such cases — 

EE gives symptomatic relief by 

‘ellable spasmolysis 


hydrocholeretic flushing of b 


iliary tract 


improved blood supply to liver 
mild, natural laxation without catharsis 


, PAS While of special value in functional dyspepsia, 
Your Freescription of 24 
Decholin/Belladonna tab- Decholin/ Belladonna is, of course, treatment of choice in 
lets—sent to you with our biliary tract disorders for thorough and unimpeded flushing 


compliments—enables you of the biliary system. 
to fill your first prescription 


tz delay and without 


DOSAGE: One or, if necessary, two Decholin/Belladonna tablets three 


cost to you. It’s in the mail. times daily after meals. 


PACKAGING: Decholin (brand of dehydrocholic acid) with Belladonna, 
bottles of 100 tablets. Each tablet contains dehydrocholic acid 3% gr. 

and belladonna % gr. (equivalent to tincture of belladonna, 7 minims). 
Decholin, trademark reg. 


AMES COMPANY, INC., ELKHART, INDIANA 


AMES COMPANY OF CANADA, LTD., TORONTO DB-Ip 
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Hydrochloride Crystalline 


Effective against many bacterial and rickettsial infections, 


as well as certain protozoal and large viral diseases. 


Thoracic 
Surgeon 


will find aureomycin of benefit in the complications of pneumonias 
refractory to other forms of therapy, particularly in those very serious 
forms caused by the staphylococcus or by Klebsiella pneumoniae. In the 
pneumonic involvements of psittacosis, tularemia, rickettsial disease or 
mucoviscidosis, aureomycin is highly effective. It is also very useful 
in the ambulatory or surgical management of bronchiectasis. Multiple 
lung abscesses have been known to heal with aureomycin treatment 


alone. In operative thoracic procedures, aureomycin is invaluable. 


Packages 
Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Orhthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION 


american Cyanamid COMPANY 
30 Rockefeller Plaza, New York 20, N. Y. 
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AT THE 


FIRST 
SNEEZE 


’ 
That S$ the sign for SYNTHENATE TARTRATE therapy 


..-for, in the early phase of coryza, this simple treatment brings gratifying, 
often dramatic relief. 


In 65% of cases complete remission ot symptoms occurs within fifteen minutes 
after injection of 1 cc of SYNTHENATE TARTRATE-Breon, when adminis- 
tered within twenty-four hours of the first sign of a cold! 


Injection is simple...relatively nontoxic...prolonged in effect. SYNTHENATE 
TARTRATE-Breon increases cardiac efficiency and frequently slows the pulse 
rate; thus it is effective without appreciably increasing the work of the heart. 
It does not cause cardiac arrhythmias, does not stimulate the central nervous 
system, does not produce signs of anxiety. 


DOSAGE: 1 cc injected intramuscularly or subcutaneously , .. repeated in 3 or 
4 hours, if required. 


SYNTHENATE 


TARTRATE SOLUTION 


Available at all drug stores. 1 cc ampuls 
— boxes of 12 and 25. 
Complete literature to physicians on 


? 
| 
yi 
sequent 
George A. Breon & Co. | 
BREON 
Pharmaceutical Chemists 1450 Broadway, New York 18, N.Y. 
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—}) An in hypodermics | 


AMPINS are rated highly because they elimi- 
nate syringe-transmitted hepatitis. Physicians 
know their patients demand the latest and 
best in scientific procedure and apparatus. 
AMPINS are adulteration-proof and are ready - 
for immediate use twenty-four hours a day. 
AMPINS offer speed and ease of administra- 


tion—adaptability to office or emergency use. 


AMPINS, as a device, have been accepted for 
advertising in publications of the American 
Medical Association. 


*Reg. U.S. Pat. Off. 
U.S. Patented and Patents Pending 


PHARMACEUTICALS SINCE 1833 


(Professional Products Division) 
CLEVELAND 4, OHIO 


Distributed in Canada by the Wingate Chemical Company, Ltd 


Montreal. PQ 
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INTRAVENOUS 


A SAFE, POWERFUL HYPOTENSIVE AGENT = 


CAPABLE OF DROPPING THE BLOOD 
RE TO NORMOTENSIVE LEVELS 


PRESSU 
WITHIN A MATTER OF MINUTES IN 
OF PATIENTS 


A VAST MAJORITY 


An invaluable emergency drug 
for immediate and substantial 
reduction of the arterial tension 


*Trademark of Riker Laboratories, Inc. 
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AN IMMEDIATE, CONTROLLABLE DROP 
LN ARTERIAL TENSION 


VERILOID 


INTRAVENOUS 


Veriloid Intravenous—a biologically standardized hypotensive fraction of Vera- 
trum viride—is a new, highly potent vasorelaxing agent. Infused in proper dosage, 
it is capable of lowering the arterial tension through central action in a large 
majority of patients, regardless of the severity or nature of the hypertension. Its 
action is discernible in a matter of minutes, hence it is an invaluable emergency 
drug. After the desired blood pressure has been produced, the effect of Veriloid 
Intravenous can be maintained for hours or even days by intravenous infusion. 

Since Veriloid Intravenous makes possible immediate reduction of both systolic 
and diastolic levels to normal or near-normal limits, it is indicated in the emer- 
gency treatment of hypertensive states accompanying cerebral vascular disease, 
malignant hypertension, hypertensive crises (encephalopathy), and hypertensive 
states following coronary occlusion. 

Veriloid Intravenous is supplied in 5 cc. and 20 cc. ampuls, each cc. containing 
0.4 mg. of Veriloid standard reference powder. Complete information regarding 
dosage and administration is contained in the circular which accompanies each 


ampul of Veriloid Intravenous. Additional literature will be promptly supplied 
on request. 


RIKER LABORATORIES, INC., 8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 


> 
LS 
ae 


but not until the significance and the incidence 
of amebiasis were thoroughly revealed at a 
hospital staff meeting. This meeting was held 
in a large city well north of the Mason-Dixon 
line, hardly a “tropical” climate, yet the inci- 
dence was high.* 


The two staff men recognized that the 
symptom pattern of amebic dysentery fitted 
their experience of several months past and 
stool examination revealed that they, too, had 
amebiasis. A course of treatment for these phy- 
sicians with Milibis-Aralen was completely 
successful. 


Milibis — bismuth glycolylarsanilate — has 


potted, the worit:.. 


given excellent results in thousands of cases. 
In 82.6% of patients followed parasitologi- 
cally for prolonged periods, negative stools 
were obtained consistently after 1 to 4 courses 
of Milibis. 

Because intestinal amebiasis may be com- 
plicated by extra-intestinal involvement, it is 
recommended that Aralen (chloroquine) di- 
phosphate be employed in addition to Milibis 
for the treatment of all cases of amebic in- 
fection. 

Illustrated booklet available on request. 


HOW SUPPLIED: 
Milibis, tablets of 0.5 Gm., bottles of 25; 
Aralen, tablets of 0.25 Gm., bottles of 100. 


M I B I Ss amebacide... high in potency...low in side effects 
ARALE N for extra-intestinal amebiasis 


Stans ne 1450 BROADWAY, NEW YORK 18, N.Y. 


*Towse, R. C., Berberian, D. A., and Dennis, E. W.: New York State Jour. Med., 50:2035, Sept., 1950, 
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A BLAND, SOOTHING, HEALING, 
ALL-PURPOSE OINTMENT 
for local or external use 


in Skin Rashes, Inflammations, 


and Irritations... 


Sunburn, Cuts, Wounds, Burns, 


and Abrasions... 


Hemorrhoids and Anorectal 
Disorders... 


Contains no Narcotic, Anes- 
thetic, Analgesic or Habit- 
forming Drugs. 


PROMPT RELIEF e WIDE RANGE OF USAGE 
EFFECTIVE ACTION © THERAPEUTIC SAFETY 


*T.M. Reg. U. S. Pat. Off. 


DIVISION OF WARNER: wuonuT, ING. 
New York 
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Gantfrisin 
Ophthalmic 


GANTRISIN DIETHANOLAMINE 


Because Gantrisin* Ophthalmic has a 
wider antibacterial spectrum, it is highly 
effective against many microorganisms 
found in conjunctivitis, blepharitis, 
dacryocystitis, corneal ulcer, trachoma, 
superficial punctate keratitis and 
other eye infections. 
Because Gantrisin Ophthalmic is an 
more effective isotonic solution, it usually 
ee does not irritate or sting the eyes. 
Gantrisin Ophthalmic Solu- The fact that it is a single sulfonamide, 
tion proved more effective not a mixture, reduces risk of sensitization. 
A sterile, stable solution containing 4% 
gram negative or gram positive Gantrisin Diethanolamine in 1-oz vials with 
organisms.” ¢ dropper, it does not require refrigeration. 


ae ie inn, L. H., and Burnside, P. M., Eye, Bar, Nose & Throat 
Gantrisin Ophthalmic is 30:81, Feb, 


“‘better tolerated, and less prone 
to the production of sensitiza- 


tion or allergic reactions than 
any of the other sulfonamides Hoffmann-La Roche Inc. 
or antibiotic preparations.” + Roche Park + Nutley 10 * New Jersey 


OF SULFISOXAZOLE (3,4. 
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Nitranitol provides it... 


permitting hypertensives to resume more normal lives 


What’s more, therapeutic dosages of NITRANITOL can be 
maintained over long periods of time . . . without frequent 


checkups . . . without worry about possible toxic effects. 


NITRANITOL is the universally prescribed drug in the 


management of essential hypertension. 


(Merrell) 


New York ¢ CINCINNATI ¢ Toronto 


Isn t safe oradual prolonged 2 

| 


vasodilation what you want... 
for your hypertensive patients ? 


When vasodilation alone is indicated. Nitranitol. (% gr. mannitol 
hexanitrate.) 


When sedation is desired. Nitranitol with Phenobarbital. (% gr. pheno- 


barbital combined with % gr. mannitol hexanitrate.) 


For extra protection against hazards of capillary fragility. 
Nitranitol with Phenobarbital and Rutin. (Combines 20 mg. rutin w ith above 
formula.) 


When the threat of cardiac failure exists. Nitranitol with Pheno- 
barbital and Theophylline. (% gr. mannitol hexanitrate combined with % gr. pheno- 
barbital and 1% grs. theophylline.) 


VA 


For True 


lron Deficiency 


Anemia 


There is 


Nothing Better Than 


MOL-IRON 


Molybdenized Ferrous Sulfate 


—a co-precipitated complex of ferrous sulfate 
and molybdenum sesquioxide 


White’s Mol-Iron—culmination of several years of in- 
vestigational and clinical study—has been found to pro- 
duce unusually “striking” .. . ““dramatic” .. . and “‘rap- 
id” 53 hemopoietic response and to be extremely “well 
tolerated.’ 


In a controlled investigation, “‘. ..78 per cent of the 
group treated with molybdenized ferrous sulfate, in 
contrast with 22 per cent of the group treated with 
ferrous sulfate had gains in hemoglobin greater than 
2.0 Gm.””? 


Supplied: Mol-Iron Tablets—bottles of 100 and 1000. 
Mol-lron Liquid—bottles of 12 fluid ounces. 


Mol-lron with Liver and Vitamins (capsules)—bottles 
of 100. 


Mol-lron with Calcium and Vitamin D (capsules) bot- 
tles of 100. 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 


1. Dieckmann, W. J., and Priddle, H. D.: Am. J. Obstet. & Gynec. 57 :541 (1949). 
2. Chesley, R. F., and Annitto, J. E.: Bull. Margaret Hague Mat. Hosp. / :68 (1948). 
3. Dieckmann, W. J., et al.: Am. J. Obstet. & Gynec. 59 :442 (1950). 

4. Kelly, H. T.: Pennsylvania M. J. 5] :999 (1948). 

5. Neary, E. R.: Am. J. Med. Sc. 2/2:76 (1946). 
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Ladtalion ails. 
LACTOGEN 


When the supply of breast milk is inadequate or when lacta- 


tion fails entirely, there is no better formula than Lactogen. 
Designed to resemble mother’s milk, it consists of whole cow’s 
milk modified with milk fat and milk sugar. It differs, however, 
in one important respect: the protein content of Lactogen in 
normal dilution is one-third greater than that of mother’s 
milk—2.0% instead of 1.5%. 


Complits Infant Formula In One P 


Lactogen contains all the ingredients of a well-balanced infant 


formula. In addition, it is fortified with iron to compensate 
for the deficiency of this mineral in milk. 


Morey Ode. Watir 


Lactogen is simple to use. The prescribed amount is stirred 
into warm, previously boiled water. Either a single feeding 
can be prepared, or the entire day’s quantity can be made up 
and stored in the refrigerator until used. 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 


NOTABLY HIGH IN 
PROTEIN CONTENT 
Lactogen contains 
a generous amount 
of protein ... more 
than enough to 
satisfy every protein 
need of the rapidly 
growing infant. 
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Cor, TOME 


now marked with this TRADE-MARK 


for Your Protection 


To further protect physician, pharma- 
cist, and patient, Cortone Tablets will henceforth be 
marked with this trade-mark. As an added safeguard, 


all original tablet bottles will be sealed with a tamper- 
CORTONE PRODUCT FORMS: 
proof aluminum cap over a plastic snap closure. During 

ORAL—Cortone Acetate Tab- 


the transition period, both plain and marked CortoNnE 
Tablets will be in supply. tablets. 

It is gratifying to report at this time that increasing p4ReENTERAL—Cortone 
supplies of Cortone are being made available. We are _ Acetate, Saline Suspension for in- 


jection, vials of 20 cc., each ce. 
containing 25 mg. 


TOPICAL—Cortone Acetate 
Ophthalmic Suspension 0.5%, 5 
ce. vials. 

Cortone Acetate Ophthalmic Sus- 
pension 2.5%, 5 ce. vials. 
Cortone Acetate Ophthalmic 


® Ointment 1.5%, 3.5 Gm (1% oz.) 
0 C ophthalmic tubes. 


ACETATE 
(CORTISONE Acetate Merck) 


continuing our efforts to accomplish a steady rise in 
production and to maintain equitable distribution. 
Literature on Request 


MERCK & CO., Inc. 
CORTONE is the registered 


Manufacturing Chemists trade-mark of Merck & Co., Inc. 
RAHWAY, NEW JERSEY for its brand of cortisone. 


In Canada: MERCK & CO. Limited—Montreal 


GP @ Volume IV, Number 4 


CORTONE™ 
1 
: 
182 


ONE tablespoonful T-I-D 


can in many cases change your patient 
from negative to positive nitrogen balance 


Stuart Amino ids 


(SOLUBLE BEAD FORM) 


CONTAINS ALL THE AMINO ACIDS AND 
ONLY AMINO ACIDS IN CORRECT RATIO TO 
MAINTAIN NITROGEN BALANCE 


Bland taste and complete solu- 
bility mean better results. 


Patients are more cooperative 


Aino Acide of Comat Mea in taking The Stuart Amino 
with Tryptophan en Acids in either maintenance or 


massive dosage and for the 
length of time you prescribe. AVAILABLE 


AT ALL 
PHARMACIES 


nes on sans oF uous 
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CAN BE IN | 
warer, sours \ 
TOMATO OR VEGETABLE 
JUICES, CARBONATED BEVERAGES 


THE STUART 
HEMATINIC 


with 


> 


complex and C * Desiccated Liver 
(for natural B complex) * Copper 


Tablet form to release iron at de- 


sirable rate in stomach for better 
tolerance. * Low cost to patients 


6 TABLETS—Average Daily Dose—CONTAINS: 


FERROUS GLUCONATE . . 18 grains 
COPPER SULPHATE... . i5mg. 
B COMPLEX 

Desiccated Liver 

(Natural B Complex) 


“Stuart 
Hematinic 


| 
12 
VITAMIN C 


: 
_ Other advantages: Ferrous 
greater iron tolerance and utili-gy 
4 
Biz Comets | 
F 
Thiamin Chloride. . . . . . . 20mg. 
AT ALL Calcium Pantothenate. . . . . 10mg. 


Depends on Correct Fitting 


Only 47.1 per cent of patients can be fitted with a size 
70 or 75 diaphragm! (the most commonly prescribed sizes). 


About 28 per cent are fitted with sizes 80 and 85, and 
18 per cent with sizes 60 and 65.' 


Thus, the need for correct fitting and a wide range of 
diophragm sizes is evident. A diaphragm which is too small or too 
large will not block access to the cervix along the anterior wall.? 


Ramses’ Patented Flexible Cushioned Diaphragms are available 


in sizes ranging from 50 to 95 millimeters inclusive, in gradations of - 
5 millimeters. the dome 10 
and the rim (inset) of a “RAMSES” 
Only the “Ramses” Diaphragm is made with the comfort- Flexible Cushioned Diaphragm. 


assuring patented cushioned rim. Only the “Ramses” Diaphragm is 
made with a velvet-smooth pure gum rubber dome. 

The “ramses” Diaphragm is intended for use with "RAMSES” 
Vaginal Jelly to provide optimum protection for the patient. 


1. Clark, Le M. The Vaginal Diaphragm. St. Lovis, C. V. Mosby Company, 1938; p. 43. 
2. Dickinson, R. L: Techniques of Conception Control. Baltimore, Williams & Wilkins 
Company, 1950; p. 17. 


Unretouched photomicrograph 
of the dome (enlarged 10 diam- 
eters) and the rim (inset) of 


gynecological division © ional-type diaphrag 


423 West 55th Street, New York 19, N. Y., 
quality first since 1883 
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BLOOD PRESSURE 


Hypertensive patients benefited 3 ways 


STOLIC® and STOLIC® Forte Tablets bring about 
a decrease in systolic pressure of approximately 
35 mm. of mercury. Pressure begins to fall 15 
to 30 minutes after administration; maximum 
reduction in pressure is produced in about 2!/, 
to 3 hours. The effect of a dose lasts 4 to 
6 hours. 


Because of their prolonged action, SToLic Tab- 
lets make it possible to maintain steady effects 
without the need for frequently repeated doses. 
This is an important advantage in the manage- 
ment of patients with essential hypertension and 
other circulatory disturbances in which it is 
desirable to lower the general blood pressure 
over an extended period of time. 


Sto.ic Tablets benefit hypertensive patients in 
3 ways: 


1) by direct action on the vasomotor system as 
provided by 


MANNITOL HEXANITRATI 
Mannitol hexanitrate has a prolonged vasodi- 


lating action by virtue of its relaxing effect on 
the smooth muscle of the arteries. This action 
results in a gradual decrease in arterial pressure; 
diminished pressure is seen for 4 to 6 hours after 
administration. 


2) by general sedative and calmative effects as 
provided by 


D NA VINBARBITAIL 


Delvinal alleviates anxiety and tension, makes 
patients iess apprehensive and less irritable. This 
tends to prevent fluctuations: in blood pressure 
of emotional origin. Delvinal also contributes 
to the control of vasomotor function by sub- 
duing nerve-reflex excitability. 


3) by a beneficial effect on abnormal capillary 
fragility as provided by *° 


Rutin has been found useful in the treatment of 
increased capillary fragility associated with hy- . 
pertension. Since cerebral and retinal hemor- 
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RUTIN 


| ssential Hypertension 


Fail in blood pressure begins 15 to 30 minutes after administration of Stolic. 
Effect of dose lasts 4 to 6 hours. 


rhages occur more frequently when hypertension 


the administration of rutin is a logical procedure 
is accompanied by increased capillary fragility, 


for guarding against such vascular accidents. 


COMPOSITION 


| Each Stouic Tablet contains: 


T () | | Mannitol hexanitrate 15 mg. (14 grain) 
TABLETS Rutin 20 mg. ('4 grain) 


Delvinal vinbarbital 30 mg. (14 grain) 


Each Stoic Forte Tablet contains: 


ST () | | F Fo rte ~ Mannitol hexanitrate 30 mg. (34 grain) 
TABLETS Rutin 20 mg. (1% grain) 


Delvinal vinbarbital 30 mg. (1% grain) 


Dosage Packaging 


The recommended dose for adults is 1 to 2 Stoic and SToLic Forte Tablets are supplied in 
tablets at intervals of four to six hours. If the bottles of 100 and 1,000. 

systolic pressure is excessively elevated, the dose 

may be increased in accordance with clinical 

judgment. 


SHARP & DOHME, Philadelphia 1, Pa. 
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NEW | effective agent 


therapy 


Biologically 


Standardized 


VIR- PHYL (Encote) * 


possessing Neothylline (Dihydroxypropyl Theophylline) 


Vir-I-Phyl presents a new 
approach to the treatment of hypertension. The 
effective agent Neothylline provides essential prop- 
erties: 

a. Marked diuretic action—reduction of excess 
edema fluid. 

b. Dilating action upon the coronary arteries. 

c. Increased tonus of heart muscle by improving 
force of beat. 


d. Direct action on bronchial muscles. 


VIR-I-PHYL provides: 


1. Vasodilation from Neothylline and Veratrum 
Viride. 

Prompt action of Neothylline gives immediate response u: 

disintegration of the tablet. Biologically standardized = 

uniform dosage, Veratrum Viride gives prolonged hypertensive 

action, maintaining the patient in a state of circulating 

equilibrium with a lower arterial pressure. 

2. Protection against capillary fragility 


manifested by Rutin. 
3. Mild Sedation through the action of Phenobarbital. 


Uniform level therapy both day and night is assured by the enteric coating of 


Vir-1-Phyl E 
Viride rapy. 


incotes, avoiding gastric irritation commonly found with 


Veratrum 


VIR-I-PHYL (Encote) Tablets contain: 


Neothylline (Dihydroxypropyl Theophylline) 


Veratrum Viride assayed) 
Phenobarbital 


Vir-1-Phyl supplied in bottles 
of 100 and 500. 


BARLOW-MANEY LABORATORIES, 


CEDAR RAPIDS, 


* Barlow-Maney’s Patented 
Enteric Coating 


Literature and samples supplied to 
physicians upon request. 


INC. 
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ALLANTOMIDE 
VAGINAL 
CREAM with 9-Aminoacridine 


Here are the facts! A.V.C. IMprRovEn is specific for the treatment of 
Trichomonas vaginalis vaginitis. This statement is substantiated 


by cumulative clinical evidence. 


For example...Hensel* reports: “Symptomatic and bacteriologic 


cures were obtained in all of the 39 patients with Trichomonas vagi- 
nalis vaginitis, treated with A. V. C. Improven. It was equally effec- 
tive in monilial vaginitis and in nonspecific vaginitis.” 


*Hensel, Hubert A.: Postgraduate Medicine, 4:293-296, October, 1950. 


Available in 4 oz. tubes, with or without plastic applicator. 


The National Drug Company Philadelphia 44, Pa. 


More than half a century of service to the medical profession 


| 

lo be specific 

| 
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dia’ 
Neuronidia ‘<» 
(Elixir of diethylmalonylurea — Schieffelin) v4 


by pain. 

Pharmacological and clinical research have demonstrated 
that the depth and degree’ of sedation and hypnosis can be 
readily controlled with’ barbital, the active ingredient of 


JEURONIDIA 
Neuronidia contains ‘per teaspoonful : 
0.13 Gm. diethylmalonylurea 
Dosage: Orally, as a sedative 


ft to 1 teaspoonful repeated as indicated 


“As a hypnotic 
Pd 2 teaspoonfuls before retiring 
R Sodium salicylate 
f Neuronidia 


Sig: To induce sleep and produce analgesia 
one dessertspoonful at bedtime. 
For sedation and analgesia 
One teaspoonful two or three times daily as required. 


Supplied: Bottles of 8 fluid ounces, and 1 gallon 


Professional samples and literature are available on request. 


24 Cooper Square, New York 3, N.Y. 
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Sedation and Hypnosis... 


Neuronidia is an effective sedative and hypnotic. It may be 
safely used in insomnia, hysteria, neurasthenia, thyroid dis- 
eases, chorea and mental disturbances. Neuronidia is indicated 
in virtually all cases of nervous disturbances uncomplicated 
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Complete and lasting relief to 90% of patients with 


nausea and vomiting of pregnancy §Q 


A recent clinical study! finds ‘Dexedrine’ remarkably effective in 


the treatment of the nausea and vomiting of pregnancy. 


The author states: 


1. “In a series of 165 patients with nausea and vomiting of pregnancy, 
‘Dexedrine’ Sulfate produced complete relief in 148, or 90%.... 


Marked improvement occurred in almost every case within three days... . 


Complete relief occurred in four to ten days.” SQ 


. ‘Dexedrine’ has definite advantages over other treatments, 
most important of which are the mental and physical alertness, 


and the general feeling of well-being which it produces.” 


Ka The study concludes: ‘Dexedrine’ “usually gives prompt and 


lasting relief; it is effective orally; it produces no significant 
side effects; and it gives mental and physical stimulation which improves 


the patient’s morale and enables her to carry on normal activities.” 


Smith, Kline & French Laboratories, Philadelphia 


the antidepressant of choice and the most effective drug 
for control of appetite in weight reduction 


*T.M. Reg. U.S. Pat. Off. 
1. Anspaugh, R. D.: Effects of Dexedrine Sulfate on Nausea and Vomiting of Pregnancy, Am. J. Obst. & Gynec. 60:888 (Qct.) 1950. 
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grateful 
for relief 


Premenstrual Tension 


with M-Minus 4 


“Premenstrual tension occurs in approximately 40% of menstruating 


women”?! 


and is undoubtedly related to abnormal water retention. ''** 

Bickers? describes premenstrual tension as “essentially a water tox- 
emia” and states: “The most effective agent for blocking the water 
storage was found to be Pyrilamine 8 Bromo Theophyllinate.” 

The antipitressin diuretic effect and analgesic action of M-Minus 4 
is a “rational therapeutic approach ... combining ease of adminis- 
tration, economy, and safety with clinical effectiveness.”! 

“In every instance, there was at least some relief from the symp- 
toms of distention, breast tenderness and abdominal discomfort”! as 


well as the associated dysmenorrhea. 


1. Vainder, M.: Indus. M. & Surg. 20:199-201 (April) 1951. 
2. Bickers, W., and Woods, M.: Premenstrual Tension—Rational Treatment, in press. 
3. Greenhill, J. P., and Freed, S. C.: J.A.M.A. 117:504-506 (Aug. 16) 1941. 
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BACKACHE 


EDEMA 


Each tablet contains: 


MINUS 


TRADE MARK 


PREMENSTRUAL ANTITENSIVE 


N, N-Dimethyl-N’‘- (2-pyridyl) -N’- 
(p-methoxybenzyl) ethylenediamine 


8-bromotheophyllinate [pyrabrom] ...................... 50 mg 


Acetophenetidin 


Bottles of 24 and 100 tablets. 


LABORATORIES 


DIVISION NUTRITION RESEARCH LABORATORIES, INC. 


CHICAGO 11, ILLINOIS 


- 
HEADACHE 
| BREAST TENDERNESS 
i 
“gage 
x 


PHENERGAN is Potent. A single bedtime 
dose of two 12.5 mg. tablets controls symp- 
toms in most cases. PHENERGAN often 
gives relief when other antihistaminics fail.' 


The only important side effect, drowsiness 
(1 out of 5 cases), is a distinct advantage in 
the bedtime dosage regimen. The antihis- 
taminic action persists long after the sopo- 
rific effect has worn off. 

1. Shulman, M.R.: Ann. Allergy, 7:506, 1949. 


SUPPLIED: Scored tablets of 12.5 mg., bottles of 100. 


PHENERGAN 


HYDROCHLORIDE 


N-(2'-dimethylamino-2'-methy!) ethy! phenothiazine hydrochloride 


Wyeth Incorporated + Philadelphia 2, Pa. 
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YOU WON’T OUTGROW 
THESE X-RAY UNITS! 


Horizontal Bucky Table — This is the simplest, the basic 
Maxicon unit. Practical for use in straight radiography, it 
can later be upgraded to provide one of many units to ex- 
pand your facilities. 


Single-Tube Combination— Another Maxicon unit acquired 
by augmenting the basic table. The table-mounted tube 
stand is part of the table— angulates with it — is the 
only one that permits straight-line tube positioning. In- 
stantly converted from radiography to fluoroscopy. 


New Dual-Position Table — One of your many choices may 
be this unit for radiography and fluoroscopy with either a 
25 or 100 ma generator. Its “tip-up” top permits vertical 
as well as horizontal patient positioning. 


Motor-Tilt Combination — The ultimate in Maxicon units 
gives you foot-pedal controlled tilting. Complete radi- 
ographic and fluoroscopic service is afforded by the inde- 
pendent tube stand, fluoroscopic carriage and screen unit, 
two rotating anode and a 200-ma generating unit, 


The MAXICON provides just the x-ray facility required 
--.-unit by unit as needed 


There’s small chance that your professional progress 
will obsolete your x-ray apparatus — /f it’s a Maxicon. 
The popular component construction of this excep- 
tional line of diagnostic equipment lets your x-ray 
facilities grow to meet changing needs. With the 
Maxicon, it is possible to cover the complete range of 
diagnostic x-ray apparatus from the horizontal x-ray 
table to the 200-ma, two-tube, motor-driven combina- 
tion unit. 


Get full details about the remarkable flexibility of 


GP October, 1951 


the Maxicon. Ask for literature on the units illustrated 
or the complete Maxicon line. See your GE x-ray rep- 
resentative, or write X-Ray Dept., General Electric 
Company, Milwaukee 14, Wisconsin, Rm. F-10. 
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the burden of OVerweight 


In obesity, Norodin is useful in reducing the desire for food and 
counteracting the low spirits asseciated with the rigors of an 

enforced diet. Norodin can be used to advantage in achieving the sense 
of well-being essential to effective patient management in 

functional and organic disturbances. 


Supplied: 2.5 and 5 mg. tablets in bottles of 100 


Norodin 


hydrochloride 


(methamphetamine hydrochloride ) 


Endo Products Inc., Richmond Hill 18, N.Y. Samples and literature on request 
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only one application of 


E U R A 4 blocks the 


“uch-scratch reflex” 
for 6 to 8 hours 


The prompt, prolonged and effective 
action of the new antipruritic, Eurax, 
has been authoritatively reported in lead- 
ing dermatologic journals.!* 


Eurax affords “complete relief” in two 
out of every three cases and “consider- 
able relief” in the majority of the remain- 
der.’ Not an antihistaminic, not a -caine 
derivative . . . Eurax is virtually nonsen- 
sitizing and nontoxic,'* and, importantly, 

yp does not lose its effectiveness after con- 

tinued use.” 


In addition to its nonspecific anti- 
pruritic properties, EURAX is a potent 
scabicide.*-"! Only 1-2 applications pro- 
duce cure rates ranging up to 100 per 
cent with the added advantage that the 
bacteriostatic properties of Eurax effec- 
tively control secondary coccal infections. 


EURAX... the new long-lasting antipruritic 


Eurax (brand of crotamiton) contains N-ethyl-o-crotonotoluide* 
in a 10 per cent concentration in a vanishing cream base. 


Tubes of 20 Gm. and 60 Gm. and jars of 1 Ib. 


bibliography: (1) Couperus, M.: J. Invest. Dermat. 13:35, 1949. (2) Peck, S. M., and 
Michelfelder, T. J.: New York State J. Med. 50:1934, 1950. 
(3) Soifer, A. A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. (4) Johnson, 
S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 
(5) Hitch, J. M.: Clinical Appraisal of a New Antipruritic 
(N-ethyl-o-crotonotoluide), to be published. (6) Tobias, N.: G. P. 4:43, 
1951. (7) D joz, R.: Schweiz. med. Wehnschr. 76:1210, 1946. 
(8) Patterson, R. L.: South. M. J. 43:449, 1950. (9) Pierce, H. E., Jr.: 
J. Nat. M. A, 43:107, 1951. (10) Hand, E. A.: J. Michigan M. Soc. 
49 1286, 1950. (11) Tronstein, A. J.: Ohio State M. J. 45 :889, 1949. 


*U.S. Pat. $2,505,681 E-43 


GEIGY PHARMACEUTICALS Division of Geigy Company, Inc. 


220 Church Street, New York 13, New York 
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to avoid over 90% of the sensitization 
phenomena encountered with penicillin G 


to continue penicillin therapy even when 
G forms have produced reactions: 
tolerated by 89.4% of G-sensitive patients 


not only do G-reactive patients tolerate Cer-O-Cillin 
well in many instances, but 10 out of 11 of 

these sensitive patients show no allergic 
manifestations to a challenging dose of penicillin G 
after a course of Cer-O-Cillin. 


THE UPJOHN COMPANY. KALAMAZOO, MICHIGAN 
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pERTENSIVE PATIENTS 


of HY 


Successful therapeutic results with VERATRITE in essential hypertension are 
measured in terms of a fall in blood pressure, effective relief of symptoms 
and rehabilitation of the patient to a useful, productive life. 

The most significant effects of VERATRITE are circulatory improvement 
and a new sense of well-being for the patient. Furthermore, Veratrite 
exhibits a wide range of therapeutic safety and a prolonged length of 
action without serious side-effects, due to its content of whole-powdered 
veratrum viride, Biologically Standardized. 

Supplied: Bottles of 100, 500, 1000 at prescription pharmacies everywhere. 


ECONOMY IS AN IMPORTANT ADVANTAGE OF VERATRITE THERAPY 


Each VERATRITE Tabule contains: 
Veratrum Viride 3 Craw Units* 
Sodium Nitrite 

Phenobarbital 

Beginning Dose: 2 tabules t.i.d., after 
meals. 


*Biologically Standardized for toxicity by the 
Craw Daphnia Magna Assay. 


IRWIN, NEISLER & COMPANY & DECATUR, ILLINOIS 
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CUNNINGHAM cUDDIE 
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CUNNINGHAM CUDDLE rollicks and romps to homecoming rallies and 
class reunions, resolved to rekindle the embers of youth 
with a wassail or two for old Siwash. 


Meanwhile, Mr. Cuddle belabors the quality of the whiskey 
these days and carps about cardialgia. 


Not that good old Cuddle, ’25, could be considered a clinical curiosity 

in this age of chronic escapists. On the contrary, he merely typifies 
another common species of familiar problem patients — the 
superannuated sophomores whose soma aren’t quite up to their psyche. 
Like the hurriers and worriers and bridge-luncheon butterflies, 

they bedevil their doctors with a sad lament anent chronic “indigestion,” 
but cling to their merry or morbid course defying the dues of indulgence. 


There’s no one way to handle the Cunningham Cuddles and company with their 
aversion to acting their age. But it’s said that “the commonest cause” of digestive 
distress in patients over forty is low grade biliary dysfunction. And such being 

the case, DEPANCOL will often serve an important two-fold purpose: (1) To afford 
prompt relief from the classic complaints — flatulence, bloating, dyspepsia, etc. — 
thus encouraging the patient’s early cooperation in a long-range corrective program; 
and (2) To flush and activate the sluggish biliary system, thus encouraging 
restoration of normal function by physiologic means. 


Dehydrocholic Acid 
Salts 


gr. 


Pancreatin U.S.P. 4% gr. 
in an enteric coated tablet 


SUPPLY Bottles of 50, 500, and 5,000 enteric coated tablets, 
available at your druggist. 


DOSAGE Average: 1 or 2 tablets 3 times daily, with or after 
meals. 


GCHILGC OTT 


or The Maltine Company 


MORRIS PLAINS, NEW JERSEY 


| 
| 
| DEPANCOL 
— 
1D 950 CHILCOTT LABORATORIES 
* 


For many patients each new day is a trying and discouraging affair. They find it 
difficult to translate inclination into action; routine daily tasks become more and 
more unmanageable. 


For such patients a good tonic is frequently all that is needed. Eskay’s Neuro 
Phosphates and Eskay’s Theranates stimulate the appetite not only for food, but also 
for the adventure of living. You will find these refreshing tonics two of the most 
useful preparations you have to restore vigor and general tone. Both are available 
only in 12 fl. oz. bottles. 


Smith, Kline e French Laboratories, Philadelphia 


Eskay’s Neuro Phosphates a palatable and effective tonic 


Each adult dose, 2 fluid drams (2 teaspoonfuls), 


contains: 
Alcohol 10 per cent! 
Strychnine glycerophosphate, anhydrous 1/64 grain | 
Sodium glycerophosphate 2 grains 
Calcium glycerophosphate 2 grains 
Phosphoric acid, 75% 1.7 minims 


Eskay’s Theranates 


the formula of famous Neuro Phosphates. 
plus Vitamin B, (0.75 mg. each adult dose) 


*T_M. Reg. U.S. Pat. Off. 
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Each 3 


oncentrate of the 
of whole liver, 


ble constitue 
digestion to render 


subjected to enzymatic 
it more soluble.) 


THIAMINE HYDROCHLO 


co 
: cc. (1 fil. oz.) represents: | 
FERROUS SULFATE. 1Gm. (15 gr.) 
: (An unfractionated (crude) ¢ 
RIDE...--© 
RIBOFLAVIN. 12 mg. 


Supplies these important hematopoietic-nutritional factors 
in a well-balanced formula: 


IRON IN FERROUS FORM—chemically stabilized, 
well utilized. 

N LIVER CONCENTRATE—in unfractionated (crude) 
N form, preserving all the water-soluble erythro- 
poietic and nutritional principles of whole liver 
... enzymatically digested, providing maximum 

solubility to assure assimilation. 

B VITAMINS—including vitamin, B,.. 


» 


Mc NEIL 


We'd like to have you try the de- 
licious flavor of Hepatinic elixir 
—drop us a card and we'll send 

a tasting sample. 


Also available in convenient 
tablet form:—each sugar 
coated orange tablet con- 
taining the equivalent of 


5 cc. (one teaspoonful) of 
the Elixir. 


Nic Nel LABORATORIES, INC. 


PHILADELPHIA 32, PENNSYLVANIA 
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NEUROMUSCULAR 
HYPERTENSION 


ANXIETY 
TENSION 


SENILE 
TREMOR 


RHEUMATIC 
DISORDERS 


Clinical investigation has demonstrated that the 
safe and dependable relaxant action of the 
TOLYSPAZ formula effectively alleviates anxiety 
states, neuromuscular hypertension and tremors 
—conditions which commonly accompany Park- 
inson’s syndrome, alcoholism, drug addiction and 
other psychiatric disturbances.!:? By overcom- 
ing muscle spasm, Tolyspaz helps relieve the pain 
in arthritis, bursitis, spondylitis and fibrositis. 


TOLYSPAZ Chimedic diminishes or entirely 
abolishes abnormal muscular discharges and there- 
by plays an important role in the “. . . decrease 


SKELETAL 
MUSCLE 
SPASM 


of spasticity, increase of range of motion, amelio- 
ration of involuntary movements and relief of 
pain.” 


TOLYSPAZ does not affect voluntary muscle 
power and is not hypnotic. 


TOLYSPAZ tablets, containing 7% grains 
(0.56 Gm.) Mephenesin, are available in bottles 
of 100, 500 and 1,000. 


1. Dixon, H.H., Dickel, H.A., 2. Berger, F. M., Schwartz, 
Coen, R. A. Haugen, G. B R. P., Journal American Medi- 
American Journal of Medical cal Association, p. 772-774, 

Sciences, 220, p. 23-29, July, Vol. 137, No.9, June 26, 1948. 
1950. 3. ibid p. 772. 


Authoritative Brochure on Tolyspaz on request. 


FOR SAFE, RELAXATION 


SPECIFY 


L Y s P A Z Chimedic 


c AGO PHARMACAL om A N Y 5547 N. Ravenswood Ave., Chicago 40, Illinois 
: gnch: 1161 W. Jefferson Bivd., Los Angeles 7, Calif. 


° Northwest Branch: 5513 Airport Way, Seattle 8, Wash. 
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Even before Perry visited Japan 


Tuk FIRST AMERICAN FLEET sailed into 
the waters of the still medieval Japan in 
1853 when Commodore Matthew Perry 
presented President Fillmore’s request for 
trade treaties. 


When Perry returned the next Spring to 
complete negotiations, all of Tokyo Bay 
was agog with rumors of the wondrous gifts 
to be presented by the Americans. Included 
were a miniature train, photographic equip- 
ment, a complete telegraph set, American 
vegetables and seeds. Perry’s idea was to 
erect a miniature World’s Fair to show the 
Japanese the wonders and benefits of Amer- 
ican trade. Gifts to Perry included dried 
fish, dogs, and rice, traditional Japanese 
symbols of esteem. 

Two ports were to be opened for Amer- 
ican ships, and lasting peace was to be 
assured. Perry’s negotiations altered the 
whole destiny of the Orient, and due to his 


work, Japan started on her dynamic growth 
to becoming a world power. 


Eight years before Perry’s visit, Church 
& Dwight had established their baking soda 
business. Continuously since that time our 
two familiar brands—Arm & Hammer and 
Cow Brand—have stood for pure sodium 
bicarbonate. Our product U.S.P. sodium 
bicarbonate can be prescribed with con- 
fidence whenever indicated for many in- 
ternal and external maladies. 


Free Children’s Storybooks. May we send you 
a supply of our interesting illustrated story books 
for your waiting room? They’re approved by 
leading educators. Just write to us at the address 


CHURCH & DWIGHT CO., INC. 


10 Cedar Street ° 


New York 5, N. Y. 


BUSINESS ESTABLISHED IN 1846 
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Branch: 1161 W. Jefferson Bivd., Los Angeles 7, Calif. Northwest Branch: 5513 Airport Way, Seattle 8, Wash. 


shock therapy kit 


Cutter 50 cc. Albumin... 
Osmotically Equivalent to 
250 cc. of Plasma 


RAPID RESPONSE. Each double-ended bottle contains 12.5 gm. of 
albumin in 50 cc. of buffered solution which is osmotically 
equivalent to 250 cc. of citrated plasma. This draws approxi- 
mately 175 cc. of additional fluid into the circulation within 
15 minutes, when injected intravenously in a well-hydrated 
patient. 


FAST ADMINISTRATION. The new space-saving Cutter 50 cc. Albu- 
min Shock Therapy Kit features a sterile, ready-to-use admin- 
istration set . . . immediately sets-up on the spot—anywhere, 
any time. With only one fifth the fluid volume of plasma, 
administration time can be reduced. 


NIWNETY TYWHON 


22 OOL “97 OS 


HEAT TREATED AGAINST HEPATITIS VIRUS. 


Human Serum Albumin’s stability permits pasteurization in 
the vial for 10 hours at 60° C. as a precaution against homol- 
ogous serum jaundice virus. 


Albumin In Other Conditions 
Write for a booklet describing the use 
of Albumin in hypoproteinemia, renal 
diseases, cirrbosis. Cutter Labora- 
tories, Berkeley, California. 


CUTTER 


ALBUMIN SHOCK KIT 


(Normal Human Serum Albumin-Salt-Poor) 
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ready for instant use 


Cord for Hanging 
Graduated Scale or Holding During 
Shows Fluid Level — | Administration 


Protective Cello- 
phane Wrap 


001 


100 cc. Sterile 
Double-ended Bottle 


50 cc. Buffered 
Diluent Containing 
12.5 gm. Albumin 


Label with Simple 


Administration 
Directions Rubber Stoppered 


Openings 
Bottle Needle with 
Flanged Hub Plastic Protected 


| Sterile Air Filter 


Needle 


50° Sterile, Flexible} FOF Rapid Action 


Plastic Tubing 


In Shock Therapy... 


Un 
CUTTER 
ALBUMIN 
Pustc Protected SHOCK KIT 


CUTTER LABORATORIES + BERKELEY, CALIFORNIA 


ant 
C3 
<4 
90 
— 
| 70 —— 
| 
—— 
30 ——_ 
=< 
SSS 
G 
a 
GP October, 1951 205 


| 


CLIP HERE and attach \ 


to your LETTERHEAD 


for a 


Liberal Trial —_— of 
EDISO 
SURGICAL CLEANSER 


come spotiessly clean and 


ents 
Instrum to 20- minute 


film-free after a 10- 

i 
ersion in Edisonite $ pro 

imm 

ical fingers” solution. Hormless 


ss and rubber. 


“chemi 
to hands os tO metal, gla 
COMPAN 
ON CHEMICAL CON 
= Washington St., Chicago 2 


An Established Aid 
to Patient Care_ 


For added patient benefits 
per NURSE-HOURS EXPENDED 


DERMASSAGE 


>>>>now with HEXACHLOROPHENE 


> To help prevent bed sores 
> To aid in massage for every purpose 


~ > To promote the patient's comfort 


Dermassage confers certain special benefits not inherent in the 
massage or in all massage adjuncts, for instance: 
SKIN LUBRICATION, provided by lanolin and olive oil in a 
soothing emollient cream, which reduces the occurrence of skin 
cracks and irritation resulting from dryness. 
REFRESHING COOLNESS, produced by true Chinese men- 
thol crystals in liberal proportion. Rapid evaporation and loss 
of skin moisture are avoided. 
BACTERIA REDUCTION with hexachlorophene, effective 
germicidal agent of low toxicity. Minimizes risk of initial in- 
fection; an added protection where skin breaks occur in spite 
of precautions. 


DEODORANT VALUE, supplied by hexachlorophene. 


A safeguard against skin discomfort or damage 
while patient is confined to bed or wheel 

chair. Used and approved in thousands of 
hospitals, coast-to-coast, and on the 
recommendation of doctors, nurses 

and hospitals to patients 

returning home. 


Patients ‘are 
GRATEFUL for 
DERMESSAGE 


EDISON CHEMICAL CO. 
30 W. Washington, Chicago 2 


GP 10-51 


Please send me, WITHOUT OBLIGATION, 
your Professional Sample of D 
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DESIGNED, WRITTEN AND 
PUBLISHED SOLELY FOR THE BUSY 


*K GENERAL PRACTITIONER 


The American Academy 


of General Practice At last you, as an alert, progressive physician, can read 


a single monthly magazine and keep abreast of all the 
swiftly moving developments in the profession! Each 
month, without wasted words, GP’s top-flight editors pre- 
sent timely facts. Practical, news-making advertisements, 
approved only after meeting the highest standards of 
copy acceptance, keep you in touch with the accomplish- 
ments of leading medical suppliers. Yes, you will make 
the most of the time you spend in “required reading” if 
you place this carefully edited monthly magazine at the 
top of your list. The coupon below will bring you the 
current issue of —GP! 


EXACTLY FITS YOUR NEEDS! 7 


American Academy of General Practice 

406 W. 34th Street 

Kansas City 2, Missouri 

Please send me, without charge, the current issue of 
GP and enter my subscription for one year. This means 
| receive 13 issues for the price of 12. 


GET YOUR COMPLIMENTARY COPY NOW! os You may bill me for the subscription price of $10.00, 
payable by the 10th of next month. 
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With the Sonotone Pro- 
fessional Table Set be- 
side her, conversation 
is easy for this elderly 
invalid. 


The Sonotone Table Set 
is useful for school 
room use. This hard- 
of-hearing boy finds it 
easy to follow class- 
room work with the 
set on his desk. 


In offices, clinics and 
rehabilitation centers, 
the Sonotone Table Set 
reduces strain and em- 


> barrassment for _ the 
on the list of >] iaNRturnnn and the physician. 
AMA Council accepted devices ved REWABILIT"10N 


Wherever there’s an electric outlet, the Sonotone Professional Table Set 
the Sonotone Professional Table Set is adaptable to every type and degree 
may be plugged in to aid the hard of hearing loss. The pitch require- 
of hearing. In the home, the class- ments of the individual can be 
room, in clinics, hospitals, offices, matched by the dual PITCH controls 
this instrument brings convenient _ whether the hearing impairment 
and effective aid to those with hear- po inductive, perceptive or mixed. 
ing defects. The volume is completely control- 
Operating on AC or DC current, at lable over a very wide range of 
a cost of about a penny for 25 hours, sound. . 


For more information fill out and mail the coupon below. 
SONOFACT #6 
§ SONOTONE CORPORATION 
Dept. G-101 
Elmsford, N. Y. 
Please send me complete information on 
Sonotone Professional Table Set, Model 50. 


When you refer your patient to the local 
Sonotone office for fitting of a hearing aid ’ 
you can count on being kept informed of 4, 
his progress. Copies of audiograms and 4g 
other — og his hearing will be sent to 4g 
you regularly on request. 1 ‘ 

1 

Street 


City. State. 


SONOTONE CORPORATION 
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pleased le 


THE M&R AWARD CQ) 


PRESENTED BY THE M & R LABORATORIES 


lhe most scientific avlicles 


fllished Hw diving lhe your 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 
WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 
BY A SPECIAL AWARDS COMMITTEE 
APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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cases of 
prompt intesti 
tic or surgi 
Soda (Fleet) are widely used to induce a 
prompt, compte evacuation, much like the 
response to an enema. Yet its gentle action 
from irritation, ies or one adverse re- 


SODA 


A Laxative for Judicious Therapy 


@ Volume IV, Number 4 
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National Officers 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Officers 


J. P. Sanvers, M.D., President, 106 East Kingshighway, Shreveport, Louisiana 

R. B. Rosins, M.D., President-elect, 111 Van Buren, Camden, Arkansas 

Frep A. Humpurey, M.D., Vice-President, Box 113, Fort Collins, Colorado 

U. R. Bryner, M.D., Treasurer, 508 E. South Temple Street, Salt Lake City, Utah 

J. S. DeTar, M.D., Speaker of the Congress of Delegates, 55 West Main Street, Milan, 
Michigan 

Mac F. Canat, J.D., Executive Secretary and General Counsel, Broadway at Thirty-fourth 

Street, Kansas City 2, Missouri 


Board of Directors 


W. B. Hivpesranp, M.D., Chairman Merritt Suaw, M.D. 
- 216% Main Street 1532 East McGraw Street 
Menasha, Wisconsin Seattle 2, Washington 


Lester D. Brster, M.D. Joun R. Benper, M.D. 
445 North Penn Avenue. Nissen Building 
Indianapolis, Indiana Winston-Salem, North Carolina 


Joun O. Bovyp, Jr., M.D. 
820 South Jefferson 


Roanoke, Virginia 


Joun R. Fowter, M.D. 
125 Main Street 
Spencer, Massachusetts 


Paut A. Davis, M.D. Mur tanp F. Ricsy, M.D. 
633 East Market Street 20 College Street 
Akron, Ohio Rexburg, Idaho 


A. Buecueter, M.D. Srantey R. Truman, M.D., ex officio 
1521 Grant Boulevard 1904 Franklin Street 
Syracuse, New York Oakland, California 


Executive Committee 
J. P. Sanpers, M.D. 


W. B. Hixpesranp, M.D. 


U. R. Bryner, M.D. Frep A. Humpurey, M.D. 
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KUTAPRESSIN 


Marshali! reports the use of KuTAPRESSIN’ 


. for the adequate treatment of 
hundreds of cases of acne vulgaris.” 
In his experience, cases of acne rosacea 
and pruritus ani have also “. . . re- 
sponded nicely” to its use. 


These findings are being duplicated 
daily ir, medical practice by physicians 
who are increasingly enthusiastic about 
the results obtained with this unique 
new therapeutic agent. 


reduces papules, 
pustules, and comedones . . . modifies 
unsightly scarred areas. 


PRL KUTAPRESSIN. Te- 
lieves the intolerable itching. 


1. Marshall, W.: M. Times 79: 222, 1951. 


SUPPLIED: 10-cc. multiple-dose vials, 
through leading pharmacies, surgical 
supply dealers, and on direct order. 


Order a supply of xurapressim now, for 
trial in your resistant cases. 


Pharmaceutical Chemists Since 1894 
MILWAUKEE 1 WISCONSIN 


*Trademark of Kremers-Urban Co. 
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Index to Advertisers 


Abbott Laboratories....... opposite 150 | Knox Gelatine Co................ 170 | Schenley Laboratories............. 168 
American Bottlers of Carbonated Kremers-Urban Co. .............. ee eee 17, 165 

SE Ee ae a oe 122 | Lakeside Laboratories ....... 3rd Cover | Schieffelin & Co.............. 22, 188 
171 | Lederle Laboratories ............. 172 | Schmid, Julius, Inc............... 183 
Appleton-Century-Crofts, Inc....... 4 | Liebel-Flarsheim Co., The......... 151 G. & 1 
Armour Laboratories ........... 26 | Shampaine Company, The......... 144 
Lincoin Laboratories 141 | Sharp & Dohme, Inc...... 146, 184-185 
Ayerst, McKenna & Harrison, Ltd. M&R Laboratories Pina Winxkaces 6, 209 Smith, Kline & French Laboratories 

Opposite 166 Marcelle EAC... 8, 136, 156, 167, 189, 199 
Barlow-Maney Laboratories........ 186 Massengill, The S. 160 | sonotone 208 
Bilhuber-Knoll Corp............-. 213 | McNeil Laboratories.......... 200-201 ; 

Squibb, E. R. & Son.......... 154-155 

Breon, George A. & Co........... 173 | Mead Johnson Co........... 4th Cover Strone-Cobb 

: g-Cobb & Co. Inc........... 174 
Chicago Pharmacal Co............ 200 Co. 182 Ca Th 182 
Chilcott Laboratories... ... opposite 198 | Merrell, The Wm. S. Co... .2nd Cover, 
Church & Dwight Co. Inc......... 130, 158-159, 178-179 | Sutliff & Case Co. Inc............. 
Ciba Pharmaceutical Products, Inc..124 | Mosby, C. V. & Co.............. 118 | Upjohn Co., The............ 196-197 
Cutter Laboratories........... 204-205 | National Drug Co................ 187 | Van Pelt & Brown, Inc........... 162 
Doho Chemical Corp., The........ 126 | Nepera Chemical Co. Inc.......... 134 | Varick Pharmacal Co. Inc.......... 150 
Edison Chemical Co.............. 206 | Nestle Co. Inc., The............. 181 | Walker Vitamin Products, Inc... . .169 
Bado Peodacts, 194 | Ortho Pharmaceutical Corp... .120-121 | Warner, Wm. R. & Co. Inc........ 176 
210 | Pan American World Airways... .. 142 | Warren-Teed Products Co., The.... 9 
Geigy Company, Inc.............. 195 | Pfizer, Chas. & Co. Inc........ 12, 148 | White Laboratories ....... 20, 180, 214 
General Electric X-Ray Corp....... 193 | Picker X-Ray Corp............... 152 | Whittier Laboratories......... 190-191 
Hanovia Chemical & Mfg. Co...13, 163 | Plastishield, Inc.................. 16 | Wilco Laboratories .............. 23 
Hoffmann-La Roche, Inc.......... 177 | Riker Laboratories....... opposite 174 | Winthrop-Stearns, Inc. ......... 2,175 
Institute of Cerebral Palsy......... 163 | Robins, A. H. Co. Inc............ og A ere 14, 138, 192 
Irwin, Neisler & Co........... 18, 198 | Sandoz Pharmaceuticals........... 132 | Year Book Publishers, Inc......... 125 


R Valoctin tablets 5 grains, 
each containing | gr. Octin 
mucate and 4 grs. Bromural. 

SEDATIVE-ANTISPASMODIC DOSE: | or 2 tablets at on- 

set of distress. Another tab- 

let after 4 hours if necessary. 


tension and migraine headaches - - spastic dysmenorrhea 
- - spasms of gastro-intestinal and genito-urinary tracts, 
with accompanying nervousness. 


VALOCTIN ® E. Bithuber, Inc. 


BILHUBER-KNOLL CORP. orance, New sens 


GP @ October, 
1951 213 


« September 1, 1950 


Prevents or quickly 
relieves diaper rash, 


chafing, dry skin and 


winter “‘eczema.” 


In slow-healing ulcers, wounds, burns, 


e 
bedsores, abrasions and fissured nipples 
speeds healing, soothes, protects. 0 mM e 


Pleasantly fragrant, will not stain tissues. 


WHITE LABORATORIES, INC. + KENILWORTH, N. J. 
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it’s the 


parentoral way 


Just one or two tablets daily— 
plus an occasional injection 


Just one or two Tablets MERCUHYDRIN with Ascorbic 
Acid daily — plus an occasional injection of MERCUHYDRIN 
Sodium — keep the average cardiac edema-free. For 
convenience, safety, effectiveness prescribe 


To secure the greatest efficacy and all the advantages of 
Tablets MERCUHYDRIN with Ascorbic Acid, 

a three-week initial supply should be prescribed... 

25 to 50 tablets. 


DOSAGE: One or two tablets daily — morning or evening — 
preferably after meals. 


AVAILABLE: Bottles of 100. Each tablet contains meralluride 
60 mg. (equivalent to 19.5 mg. mercury) and ascorbic acid 100 mg. 


M-19 


» INC., MILWAUKEE 1, WISCONSIN 
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Poly-Vi-Sol, Tri-Vi-Sol and Ce-Vi-Sol 
provide 3 different vitamin combina- 
tions to meet particular specifications 
for individual patients. 
Mead’s Vi-Sols can be dropped into za 
the mouth or mixed with formula, 


Mean Jounser 


an 
AbD 


fruit juice or cereai. 

Available in 15 and 50 ce. bottles 
with calibrated droppers for easy 
dosage measurement. 


Vitamin A | Vitamin D | Ascorbic Acid | Thiamine Riboflavin | Niacinamide 
POLY-VI-SOL | 5000 1000 
each 0.6 cc. supplies units units 


TRI-VI-SOL 5000 1000 
each 0.6 cc. supplies units units 


CE-VI-SOL 


each 0.5 cc. supplies 


50 mg. 1 mg. | 0.8 mg. 5 mg. 


50 mg. 


50 mg. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND., U.S.A. 
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